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Abstract
Determining eligibility for special education services under the educational classification
of Emotional Disturbance (ED) has historically posed difficulties for school
psychologists. The federal law provides vague eligibility criteria and a clear exclusion
for students with Social Maladjustment (SM). This study evaluated the results of an
online survey that required participants to identify behaviors that are most commonly
associated with the constructs of ED and SM. This study further proposed to assess
levels of comfort in determining eligibility based on a constellation of behavioral
symptoms presented in short case vignettes. The study sought to reveal any differences
in symptom identification based on the level of education, years of experience and setting
of practice of participating school psychologists. The survey was distributed via email
through the association of school psychologists in the states of DE, MD, NJ, and PA.
There were a total of 80 participants that completed the survey. Previous researchers
have suggested that the two constructs are separate while others suggest that they cannot
be validly or reliably differentiated. The results of this study suggest that less than half of
participating school psychologists were able to accurately identify behaviors associated
with either the ED or SM construct while less than half of the participants also indicated a
lack of comfort with determining eligibility when appropriate. Significant differences
were noted in years of practice and level of education when identifying a small amount of
ED and SM specific behaviors. The results of this study are consistent with previous
research as they indicate a great deal of overlap between ED and SM behaviors which
indicates the need for the federal definition to be operationalized to reduce ambiguity or
revised to reconsider the SM exclusion. Results also suggest that implications for
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consistent practice amongst school psychologists will rely on a clear and consistent
operational definition as well as the ability to identify subtypes of ED students with
complex behavioral presentations so that treatment recommendations are more
appropriate and effective.
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Chapter 1
Introduction
Historically in the field of education, many issues have been debated and
addressed regarding the educational rights of students with disabilities. In 1975,
Congress passed Public Law 94-142 so that all handicapped and disabled children would
have access to a free and appropriate public education. Otherwise known as the
Education for All Handicapped Children Act (EACHA; PL-94-142), the act was deemed
necessary to provide parents of handicapped/disabled students with rights and procedural
safeguards that would ensure the provision of a free and appropriate education for their
children. This act has been reauthorized multiple times with the most recent
reauthorization being the Individuals with Disabilities Education Improvement Act
(IDEIA) of 2004.
Additionally, other legislations, such as the Americans with Disabilities Act and
the Rehabilitation Act of 1973, were also designed to protect the rights of disabled people
but were not specifically related to the provision of educational services. However,
Section 504 of the Rehabilitation Act requires that all entities, receiving federal funding,
must engage in non-discriminatory practices and must protect the rights of disabled
individuals. Public schools are institutions that receive federal funding and therefore are
subject to the provision of services under this act as well. Although students with
disabilities may be eligible for protection and accommodations under the Section 504
Act, IDEIA has a slightly different definition for the term “disability” and therefore
requires that students with disabilities be evaluated to determine eligibility to receive
special education services under a specific disability category.
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IDEIA offers a variety of disability categories in which a student may be deemed
eligible to receive special education services. A major premise of evaluating students
within educational settings is to determine their cognitive, academic, socio-emotional and
adaptive strengths and weaknesses. Furthermore, evaluating students gives insight into
how those skills, or lack thereof, affects the child’s ability to progress successfully in the
general education setting. Ultimately, the goal is to determine the need for special
education services and to design the most appropriate educational program. Each
disability category provides a definition that includes the criteria for eligibility; however,
the presence of a disability does not necessarily equate to eligibility for special education
services. The law requires that the following two considerations be made when
determining eligibility for special education services: (1) that the child is one with a
disability and (2) the disability significantly impairs the child’s ability to progress
successfully in the regular education program. The focus of this study will be on the
educational classification of Emotional Disturbance (ED) issues related to the federal
definition of ED, and symptom endorsement when determining eligibility for the ED
classification.
Statement of the Problem
Successful adaptive behaviors are predicated upon emotional well-being and the
ability to self-regulate. Being able to adjust emotions to differing situations and learning
how to cope and adjust to life stressors ultimately leads to success in academic and social
domains. However, children in our public schools are often faced with a variety of
emotional and academic challenges through which they struggle to maintain appropriate
self-regulation of emotions and adaptive behavior. Through the IDEIA (2004), a
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primary classification of ED is reserved for these students who present with emotional
and/or behavioral difficulties that significantly impact their performances in the general
education setting.
However, determining eligibility for this classification has presented as a difficult
and inconsistent task for practicing school psychologists (Skiba & Grizzle, 1991), despite
the essential services that eligibility can provide for students with special emotional and
behavioral needs. A pertinent point to examine is the inconsistency in practices for
identifying children with ED because about one percent or less of students that are
identified with a disability are receiving services under this category (U.S. Department of
Education, 1994). A multitude of factors could be to blame for this disparity. One of
those reasons centers on the federal definition of ED, which has been criticized as being
vague, inclusionary, and exclusionary (Skiba & Grizzle, 1991).
For instance, federal regulations specifically exclude children with a Social
Maladjustment (SM) from eligibility under the ED category. However, there is no clear
definition that provides a description of the characteristics of a SM. There have been
some attempts in the past few decades at creating an operational definition of SM, but
there has not been a single description of SM that has been universally recognized and
accepted (Forness, Kavale, & Lopez, 1993). This leads to the inconsistency noted for
eligibility criteria under the ED category.
Second, the federal definition of ED also indicates inclusion, under the ED
category, for students that display SM if an ED is determined to be present. This
definition of ED lacks clarification in what it is that constitutes an emotional disturbance
and what it is that constitutes a social maladjustment, and when does the interplay of
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emotional factors culminate in being socially maladjusted. The federal definition
suggests that ED and SM are two exclusive entities that can exist in isolation or exist
simultaneously. This lack of clarity has led many school psychologists and other
educational diagnosticians to use their clinical judgments to determine what it is that
constitutes a SM, thus leading to the inconsistency in determining eligibility for ED.
Although the federal definition may not be the only problem with the identification of ED
students, it is a driving force in determining which students will meet the eligibility
criteria. Considering that each state is allowed to adopt the federal definition with
modifications, this further exacerbates the inconsistencies in assessment and eligibility
determination (Ostrander, Colegrove, & Schwartz, 1988; Kidder-Ashley, Deni, Azar, &
Anderton, 1999; Olympia, Farley, Christiansen, Pettersson, Jenson & Clark, 2004).
Due to the vague language, nebulous criteria, and undefined terms in the federal
definition of ED, many children are under-identified as emotionally disturbed (KidderAshley, Deni, Azar, & Anderton, 1999). Research by Cullinan and Kaufman (2005
reports that:
Black students (27% of students with ED, 17% of public school students) and
White students (63% of students with ED, 61% of public school students) are
disproportionately overrepresented, but Asian or Pacific Islander students (1% of
students with ED, 4% of public school students) and Hispanic students (8% of
students with ED, 16% of public school students) are disproportionately
underrepresented. (p. 394).
The ramifications of being under-identified can be far reaching, with consequences to the
individual and the greater society (Cullinan & Kauffman, 2005). Although all states are
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allowed to adopt the federal definition with some flexibility, research has shown that 88
percent of states have implemented the definition in the same vague language that the
federal law has provided (Kidder et al., 1999). The study conducted by Kidder-Ashley, et
al. (1999) investigated the consistency between federal and various state definitions of
ED and the attempts to operationalize vague terms in the federal definition. A total of 41
states participated in the study and results suggested that 68 percent of those states
excluded children with SM and few states attempted to operationalize vague terms.
Olympia and colleagues (2004) state that, “Although many states continue to use the
federal definition without change, the social maladjustment exclusion has been dropped
from the Serious Emotional Disturbance definition in 10 states” (p. 840).
This problem is not new to the field of school psychology and has been heavily
debated in the past. Much of the research that has been done on SM and ED has been in
regard to whether or not the two can or should be differentiated. For example, Nelson
and Rutherford (1991) suggest that SM and ED cannot be validly and reliably
distinguished but Clarizio (1992) offers the idea that the two disorders can be discerned
based on factors such as intention, remorse and distress of the individual, relative to the
behaviors in which they engage. Likewise, Theodore, Akin-Little and Little (2004) have
offered a rationale for separating the two constructs and suggest that this should occur
because the end points can exist from having different developmental pathways.
Moreover, Forness, Kavale and Lopez (1993) have suggested that the largest subgroup of
students receiving services under the ED classification displayed externalized behaviors
that are most commonly associated with SM, thereby muddying the waters concerning
who is truly ED versus who is SM. Further, Cohen (1994) suggests a host of terms that
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are commonly used interchangeably with SM including conduct disorder, delinquency
and antisocial behavior; however, these terms would not be indicative of an ED. “The
lack of empirical support for differentiating between ED and SM is compounded by the
fact that there is a great deal of overlap in terms of behavioral and emotional
characteristics” (Heathfield & Clark, 2004, p. 913). Last, given the newer
neuropsychological findings demonstrating rich interconnections between the cognitive,
emotional, and behavioral systems (Koziol & Budding, 2009), the constructs of ED and
SM appear to be an interrelated concept, whereby the emotional disturbance begins
through faulty cognitive and emotional processing, causing the behavioral endpoint of
being poorly adjusted to one’s social environments, making the inclusionary and
exclusionary criteria moot points.
Presently, it appears as if scholars and school psychologists no longer want to engage
in the differentiation debate because it is not beneficial to the provision of student
services or consistent with newer research findings. Heathfield and Clark (2004) suggest
that children with emotional and/or behavioral problems display a range of needs that
requires a multifaceted approach to treatment and many of these children will not “fit
neatly into any diagnostic or classification system including the disability categories” (p.
913).
Current trends suggest that practicing professionals seem to be heading in a direction
of identifying and advocating for services that will address the complex needs of this
student population, regardless of whether or not they have ED or SM (Costenbader,
1999). This idea is synonymous with a response to intervention approach which does not
require meeting of eligibility criteria in order to receive needed therapeutic interventions.
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This is the direction in which the field of School Psychology should be heading. The
idea of classification categories seems obsolete when they are not the driving force for
the development of IEP goals that are designed to address student needs. The focus
should be on determining student needs based on symptomology, type of treatment, and
frequency of treatment that would be most beneficial to students with ED or SM, because
ultimately, they need to learn to become more socially and emotionally competent
individuals.
Purpose of the study
The purpose of this study is to identify affective, social and behavioral symptoms
that School Psychologists most often consider as critical when determining if a student is
eligible for special education services under the category of ED. The degree to which
they endorse the presentation of symptoms more commonly attributed to SM, symptoms
more commonly attributed to ED, and symptoms of both ED and SM will be explored.
Although research has suggested that ED and SM symptoms may not need to be
differentiated (Heathfield & Clark, 2004), federal regulations view the ability to rule in or
out the presence of a SM and/or ED as an integral part of the eligibility process. Being
able to identify the presence of behavioral patterns and emotional dysregulations that
significantly impact a child’s ability to interact and function in various settings will
ultimately assist school psychologists in determining not only if special education
services are required, but also the type of treatment that would be most beneficial for
these students.
This study will attempt to identify variables that may contribute to inconsistencies
in identification procedures amongst practicing school psychologist when determining
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eligibility for these students. More specifically, this study will explore if the years of
practice, levels of education and environmental setting of the school where the
psychologist practices will have an impact on the symptoms most commonly endorsed
when determining eligibility.
Research Questions
1. What symptoms are more commonly endorsed by practicing school psychologists
when determining eligibility for services under the classification of ED?
2. Is there a relationship between the number of years of experience of the school
psychologist and the symptoms endorsed for ED?
3. Is there a relationship between the level of education of the school psychologist
and symptom endorsement for ED eligibility?
4. Is there a relationship between the setting in which the school psychologist
practices and symptom endorsement?
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Chapter 2
Review of the Literature
The Definition of ED
According to the federal regulations specified under IDEA, Emotional
Disturbance (ED) is defined as follows:
The term means a condition exhibiting one or more of the following
characteristics over a long period of time and to a marked degree that adversely
affects a child’s educational performance: (A) An inability to learn that cannot be
explained by intellectual, sensory or health factors; (B) An inability to build or
maintain satisfactory interpersonal relationships with peers and teachers; (C)
Inappropriate types of behavior or feelings under normal circumstances; (D) A
general pervasive mood of unhappiness or depression; (E) A tendency to develop
physical symptoms or fears associated with personal or school problems. (ii) The
term includes schizophrenia. The term does not apply to children who are
socially maladjusted, unless it is determined that they have an emotional
disturbance. (IDEIA, 2004; 34 C.F.R. 300.8).
The latter part of the definition that states “the term does not apply to children who are
socially maladjusted” is what has been coined the exclusionary clause (Olympia, Farley,
Christiansen, Pettersson, Jenson, & Clark, 2004). SM has been noted to be both included
and excluded in the federal definition (Forness, Kavale & Lopez 1993). However, it is
the exclusionary clause that has been the heart of the debate and the disparity in the
identification of a student with ED.
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According to an issue brief produced by the Bazelon Center for Mental Health
Law (2003), the definition that IDEA provides for Emotional Disturbance (ED) has been
criticized as “having no grounding in the science of mental health assessment” (p. 3).
The definition has not changed much since it was authorized more than 30 years ago
when it was initially adapted from work conducted by Eli Bower. However, Bower’s
initial definition actually included the “exclusionary clause” because the emotionally
disturbed child was defined as one that was socially maladjusted in school (Olympia et
al., 2004; Bower, 1982). Skiba and Grizzle (1991) suggest that the clause was adapted in
the ED definition as an attempt to reduce the number of juvenile delinquents under court
supervision that would be serviced, and ultimately protected, under special education
provisions.
With such a debate amongst previous researchers regarding the exclusion of SM
students in the definition of ED, it appears as if the two terms would need to be
operationally defined in order to be differentiated. “There is abundant research on
various diagnosed mental disorders and other clinically significant patterns of emotional
and behavioral maladaptation of children and adolescents, including those that seem
similar to the characteristics of ED” (Cullinan, Osborne & Epstein, 2004, p.277). Yet it
is unclear how well the research on child and adolescent psychopathology applies to the
five characteristics of ED among students (ibid, p. 277).
Differentiating ED and SM
Clarizio (1992) suggests that the distinguishing feature between children
demonstrating symptoms of ED and those demonstrating symptoms of SM is the
intention, or voluntary nature, of the behavior. This view, which is more restrictive and
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consistent with antisocial behavior, is based on the assumption that SM students willingly
engage in antisocial problem behavior, “in the company of other antisocial youths, as a
way to maintain or enhance their social status within the antisocial subgroup, and in a
manner that is unlawful” (Merrell & Walker, 2004, p. 902). This view assumes that
students who are ED are not willingly engaging in problematic behavior. Clarizio (1992)
goes further to suggest that students with ED experience “internalized distress” about the
behaviors in which they engage and that SM students “intentionally choose” to break the
rules of society. This is an important factor to consider because others find that behaviors
indicative of ED are more internalized; however, children with SM are often
externalizers. For instance, Theodore and colleagues (2004) state that “children with ED
generally show evidence of internalizing behavior disorders and it is likely that emotional
factors are implicated in their difficulties” (p. 880). The children with SM, though, are
more apt to exhibit “a constellation of behaviors including lying, intimidation, engage in
acts designed to net personal gain, avoid responsibility, engage in illicit substance abuse
and destruction of property” (ibid, p. 880). Last, Gacano and Hughes (2004) suggest that
truly differentiating between ED and SM would involve the consideration of character
pathology, psychopathy specifically, as opposed to heavy reliance on the behavioral
criteria set forth on Axis I DSM-IV-TR disorders.
Much of the research conducted in an attempt to define a social maladjustment
universally has led to the conclusion that “SM can be operationalized as a pattern of
engagement in purposive antisocial, destructive, and delinquent behavior” (Merrell &
Walker, 2004, p. 901). It is in that definition that the concept of intent is specified
because the behaviors of those with SM are described as “purposive.” On the other hand,
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Kehle and colleagues (2004) reject the idea that intentionally, or purpose, is the
dichotomy between the two groups. They argue that “both groups are fully capable of
both planned and purposeful, and impulsive and unintentional, inappropriate acts” (ibid,
p.862). Although it does not seem unreasonable to assess an individual’s character
pathology when he or she shows ill intentions in the general behavior and interactions
with others, children have not quite had the opportunity for their personalities to develop
fully. Instead, consideration should be given to the cognitive and emotional processes
that are involved in both negative and positive emotions. However, considering traits
such as callousness, lack of remorse or empathy, grandiose sense of self, and other
psychopathic features of most personality disorders would allow practitioners the
opportunity to determine if the child is presenting with a more severe form of conduct
problems (Gacano & Hughes, 2004). Although children with SM may have overt
emotional problems, poor coping skills, poor role models to imitate, and socially negative
conditions (Mack, 2004), environmental influences can never be discounted and
intervention must take into account the role of cognitive, emotional, and environmental
factors on maladaptive behavior.
Although Kehle and colleagues imply no true difference between children with
ED and SM, Frick (2004) suggests the need to differentiate the two because they have
different developmental pathways and would ultimately justify differences in treatment.
Gacano and Hughes (2004) suggest that ED and SM children tend to receive treatment in
the same setting educationally; however, the SM child is more likely to victimize the ED
child and is less likely to respond to traditional treatment approaches. Therefore, it seems
most appropriate to differentiate ED and SM because the type of treatment prescribed in
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regard to educational setting, appropriate group of peers and specific type of
interventions that will be used will vary greatly. It has been suggested that children who
are more socially maladjusted (with psychopathic traits) may disrupt traditional treatment
(which might make their behavior worse) and exploit children with an emotional
disturbance (Gacano & Hughes, 2004).
Externalized Behaviors
Psychiatric diagnoses are made, based on very specific criteria according to which
an individual is determined “disordered” if several behavioral manifestations or
symptoms selected from a list specific to each disorder are fulfilled (Joober, 2007). The
specific disorder that a child may suffer from can manifest in behavioral symptoms that
are externalized, internalized or a combination of both. Many disorders initially
diagnosed in childhood are characterized by externalized behavioral symptoms, more
specifically, the disruptive behavior disorders. Fahim et al. (2011) state that “disruptive
behavior disorders are characterized less by impulsivity and more by oppositionality or
rule breaking” behavior (p. 326).
Externalizing behaviors can be described as those negative, outward behaviors
that act upon the child’s external environment (Campbell, Shaw, & Gilliom, 2000).
These children have great difficulty with regulating emotion and generally display a
negative affective style (Baving et al., 2000, p. 267). Children who display a high
number of externalized behaviors tend to have difficulties in managing the social,
psychological, and academic aspects of their lives (Teeter & Semrud-Clikeman, 1997).
Hyperactivity, impulsivity, aggression and delinquency are examples of externalized
behaviors. The term delinquency is viewed as synonymous with antisocial behavior
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which has been categorized into aggressive (i.e., fighting) and non-aggressive (i.e., lying)
types of behavior (Liu, 2004).
ADHD, which is characterized by executive function impairment and externalized
behaviors, can sometimes be mistaken or misdiagnosed as other conduct or behavioral
problems which could result in delayed intervention, providing services that are too
restrictive, or services that are insufficient to address the symptoms of ADHD (Gibney et.
al, 2002). The DSM-IV-TR requires that at least six symptoms of hyperactivity or
inattention must be displayed for at least six months, in multiple settings, and to a degree
that is significantly maladaptive and inconsistent with the child’s developmental level.
Liu (2004) suggests that hyperactivity is a confusing term because it refers to restlessness
and excessive motor behaviors as well as to the inability to modulate or sustain attention.
Hyperactivity has been long known to be a predictor of future antisocial adult behavior
problems (Lilienfeld & Waldman, 1990). White et al. (1990) states that “When
hyperactivity is found in combination with antisocial disorders, it has been shown to have
implications for a variety of functional areas, including cognitive abilities, behavior,
family relations, and learning disabilities” (p. 522-523). It was further suggested that
much of the serious antisocial behavior evident in adulthood appears to be “associated
with a long-standing pattern of behavioral, interpersonal, and academic difficulties” (ibid,
p. 508).
Liu (2004) suggested that a large number of children diagnosed with ADHD also
display co-morbid Oppositional Defiant Disorder (ODD) and Conduct Disorder (CD).
ODD is characterized by a pattern of negative, hostile and defiant behaviors that are
typically directed toward authority figures (APA, 2000). Loeber and colleagues (1993)
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offer three pathways in which ODD develops: the overt pathway begins with the displays
of minor acts of aggression that progressively get worse; the covert pathway in which the
child engages in covert behaviors that progress into more serious delinquent behavior;
and the authority conflict pathway which begins with stubbornness, moves to defiance
and ultimately progresses into authority avoidant behaviors. Evidence exists supporting
the idea that ODD acts as a predecessor to CD and antisocial behavior (Loeber, Burke &
Pardini, 2009). CD is characterized by “a repetitive and persistent pattern of behavior in
which the basic rights of others or major age-appropriate societal norms or rules are
violated” (APA, 2000, p.85). Olsson (2009) suggests that individuals who suffer from
both ADHD and CD tend to have more “stable and severe effects of the symptoms such
as increased violent behavior, criminality and psychiatric problems” (p. 105).
Both delinquency and aggression, which are identified as externalized antisocial
behaviors, are characteristic of ODD and CD. Delinquency has been described by
Farrington (1997) as a variety of antisocial behaviors such as theft, burglary, lying,
cheating, stealing, robbery, vandalism, drug use, and violence. According to Olsson
(2009), conduct disorder is defined as a condition that describes an individual who
engages in criminal, antisocial, and aggressive behaviors and has social maladjustment.
Aggression refers to physically (i.e., fighting) or verbally aggressive (i.e., threats of
violence) behaviors directed toward others or towards animals. Physical aggression is
more commonly seen in CD and verbal aggression is more common in ODD; however, it
is not unusual for both types of aggression to be displayed across behavioral disorders.
Research has suggested that “aggressive behaviors arise from abnormal processing of
affective information, resulting in a deficiency in experiencing fear, empathy and guilt”
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(Decety et al., 2008, p. 204; Davidson et al., 2000). These behavioral manifestations are
characteristic of CD and antisocial personality disorder. Decety et al. (2008) further
suggests that aggression is positively associated with negative emotionality which, along
with activity level and sociability, have been identified by Singh and Waldman (2010) as
precursors to later behavioral difficulties and risk factors for psychopathology. Cleckley
(1976) offers a list of psychopathic characteristics and behaviors that generally consist of
concepts that address poor interpersonal relationships, the ability to exercise and
understand good judgment, lack of empathy/sympathy and a grandiose sense of self.
Although Gacano and Hughes (2004) offer the idea that assessing character pathology,
more specifically psychopathy in children, would be useful in differentiating ED and SM,
it appears as if many of these characteristics can be present in children that suffer from
ED or SM.
Feshbach (1970) proposed two forms of aggression, hostile and instrumental;
Vitaro and colleagues (2002), however, offers three subtypes of aggressive children
including proactive, reactive and mixed. Hostile aggression was described as a “response
to physical or verbal aggression initiated by others, with violence that is relatively
uncontrolled and emotionally charged, and which causes injury or pain on the victim with
little or no advantage to the aggressor” (Liu, 2004, p. 95). Instrumental aggression is
described as “controlled, purposeful aggression lacking in emotion that is used to achieve
a desired goal, including the domination and control of others” (ibid, p. 95).
Vitaro and colleagues (2002) describe the proactively aggressive child as one that
actively seeks out the opportunity to engage in antisocial behavior, and the reactively
aggressive child as one that tends to respond impulsively when perceiving threats or
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provocations of any type. It is further suggested by Vitaro et al. (2002) that children with
the mixed subtype of aggression are more likely to have an increased risk for more severe
conduct problems. Reactive aggression and hostile aggression are similar because they
are responsive in nature, just as proactive aggression and instrumental aggression are
more predatory in nature. It appears as if the proactive and instrumental forms of
aggression may be implicated more often in children with SM because they seem to be
more purposive and antisocial in nature; however, reactive and hostile aggression may be
implicated more often in children with ED.
Olympia and colleagues (2004) suggest that some researchers have equated
disruptive behaviors, such as CD and ODD, with SM which would therefore imply that
internalized behaviors are more consistent with ED. Considering the explicit exclusion
of children with SM under the federal regulations, the implication is that students with
CD and ODD may not be found eligible for the classification criteria of ED unless they
also suffer from an ED, such as a mood or anxiety disorder. However, research
conducted by Skiba and Grizzle (1991) suggest that 60 to 80 percent of students receiving
special education services under the ED classification have been diagnosed with a
disability that is characterized by externalized behaviors, which suggests that these
students have likely been diagnosed with one or more of the disruptive behavior disorders
as well as one or more disorders characterized by internalized behaviors.
Internalized Behaviors
Internalized behaviors are not as overt as externalized behaviors. Instead,
internalized behaviors are those that typically affect the child’s internal psychological
functioning as opposed to affecting the external world (Liu, 2004). Disorders
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characterized by internalized behaviors are developed, maintained, experienced and
exhibited within the individual (Miller & Nickerson, 2007). Children who experience a
high number of internalized behaviors may not disrupt the learning of other children, but
could potentially disrupt their own abilities to learn. Although these children do not
typically attract attention from others as readily as those displaying externalized
behaviors, unless they display an extremely unusual disposition, they tend to have just as
much difficulty in the educational setting. Disorders characterized by the tendency to
express distress internally include mood disorders and anxiety disorders (Cosgrove et al.,
2011). Some examples of internalized behaviors include depression, excessive fear or
worry, self-injury and mutilation and withdrawn behaviors (Miller & Jome, 2008).
“Mood disorders” is an umbrella term that incorporates multiple disorders that
have a primary feature of affect dysfunction. Mood disorders, such as depressive mood
disorder and bipolar disorder, are characterized by a persistent state of sadness, manic
episodes, and mood lability (APA, 2000). The diagnostic criteria for children and adults
are similar; however, children suffering from major depression tend to “display irritable
mood rather than dysphoria” (Wagner, 2003, p. 266). Depression in children is often comorbid with some of the other disorders initially diagnosed in childhood, more
specifically, ADHD and CD (Wagner, 2003). Beiderman (1995) reported that co-morbid
ADHD and/or CD usually preceded the onset of major depression by multiple years,
which does not allow for many opportunities to see juvenile depression in its true form.
Bardick and Bernes (2005) state that “children with early-onset bipolar disorder
rarely fit the classical pattern of bipolar disorder in adults, so using adult criteria to
diagnose children may result in a misdiagnosis” (p. 73). Children suffering from Bipolar
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disorder may be misdiagnosed with another behavioral disorder such as CD or ODD due
to similar symptom presentation. Some of the symptoms associated with ODD or CD
that may be displayed by the child with bipolar include defiance and refusal to comply
with adult requests (Kovacs and Pollock, 1995). Papolos and Papolos (1999) proposed
that children with early onset bipolar disorder may present with a variety of symptoms
including irritability, unpredictability, hyperactivity, conduct and attention problems, and
depression. “Bipolar children have a mixed presentation, a chronic course, poor response
to mood stabilizers, and high levels of comorbidity with ADHD” (Faraone et al., 2003, p.
970).
Anxiety disorders can be characterized by unusually increased fear, worry, or
irrational thoughts and/or behaviors that impede an individual’s ability to function
successfully in given situations (APA, 2000). Avenevoli et al. (2001) estimates a 20 to
75 percent co-morbidity rate among depressive disorders and anxiety. Co-morbid anxiety
disorders are also common among children with Bipolar disorder, with reported ranges of
44 to 77 percent (March et al., 2000). March et al. (2000) stated that “Although not as
strong as with other disruptive behavior disorders, comorbidity between ADHD and
anxiety is common” (p. 528). Anxiety and CD is a complex and common co-occurrence
with approximately 48 percent prevalence (Olsson, 2009). Furthermore, it is suggested
that anxiety disorders in children are particularly co-morbid with mood disorders and that
this co-morbidity is indicative of poor prognosis, significant impairment and increased
difficulty in functioning across settings (March et al., 2000).
Obsessive Compulsive Disorder (OCD), which is another of the anxiety disorders,
is found to be highly co-morbid with other anxiety disorders and with mood disorders
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(deMathis et al., 2008), but it has not generally been tied to disruptive behaviors (Riddle
et al., 1990). However, deMathis et al. (2008) has suggested that childhood OCD might
represent a distinct subtype of the disorder that is characterized by a large number of
externalized and disruptive behaviors. It is not uncommon for children who are
aggressive to experience anxiety and, conversely, for depressed children to exhibit
externalized behaviors (Liu, 2004). Although there is a clear distinction for what is
considered an internalized or externalized behavior, both types of behaviors are often cooccurring in children due to high levels of co-morbidity among disruptive behavioral
disorders, mood disorders and anxiety disorders (Boylan, Vaillancourt, Boyle, &
Szatmari, 2007). This type of research further supports the idea differentiating behaviors
because ED or SM should not be the basis for determining eligibility for special
education services. Instead, the differences or combinations of behavioral symptomology
should be the basis for identifying and differentiating types of treatment that would be
most beneficial for these complex children.
Factors Contributing to Emotional and Behavioral Dysregulation
Although the specific etiology for many disorders is unknown, there are a variety
of risks, including genetic, environmental and neurological factors that have been
associated with the developmental course and manifestation of emotional and behavioral
disorders. Other functional factors, such as cognitive development and child
temperament, also play a role in influencing the development of emotional regulation or
dysregulation (Morris et al., 2007). Williams and Ross (2007) suggest that, “Risk factors
tend to cluster together and interact” (p. 243), which implies complexity in determining
the underlying cause of emotional and affective dysfunction. This complexity also
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suggests that “nature” may predispose an individual to a certain type of disability;
however, “nurture” also has an impact upon determining how the inherited, or natural,
aspects of behavior and emotions will manifest (Holmes et al., 2001). Berg-Nielsen et al.
(2003) suggest that most disorders of childhood have moderate to large genetic
components (p. 139). Furthermore, “Mental disorders depend on a complex interaction
of genetic factors and environmental factors affecting the development of subsequent
function of the brain” (Mohr& Mohr, 2001, p. 176). It is further suggested that certain
risk factors are shared, but that different pathways exist, between children who develop
disruptive behavior disorders and maladaptive behavior (ibid, p. 177).
Genetic risk factors. Studies that involve twins, families and adoptions are often
used to help determine the amount of heritability that contributes to mental health
disorders. Faraone et al. (2003) stated that, “Twin studies help with separating the
relative contributions of genetic and environmental factors in the etiology of mental
disorders” (p. 971). Reid et al. (1986) found higher levels of antisocial behavior in
monozygotic twins, which indicates heritability of antisocial traits (see also Holmes,
Slaughter & Kashani, 2001). A study completed by Gjone and Stevenson (1997)
examining the etiology on internalizing and externalizing behavior found that both types
of behavior shared genetic and environmental influence (See Cosgrove et al. 2011, p.
111). ADHD and depression have been shown to share genetic and environmental
etiologies with ODD, CD, and anxiety disorders (Cole et al., 2009). “Genetic influences
on ADHD are strong…with heritability estimated at 80 percent” (ibid, p. 1095). The
prevalence of early onset pediatric bipolar suggests that this same disease is twice as
likely to be present in relatives; this may not be true in those with later onset (Faraone,
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Glatt, & Tsuang, 2003). Mohr and Mohr (2001) further indicate that genes play a critical
role in the development of mental health disorders but the results of studies of genetically
identical twin have suggested that there are other factors involved.
Neurological risk factors. “Mental disorders are a diverse group of brain
disorders that primarily affect emotion, higher cognition and executive function”
(Hyman, 2007, p. 725). Lewis and Todd (2007) suggest that assigning a cognitive or
emotional function to a specific brain structure is generally impossible because many
structures involve both emotion and cognition. The prefrontal cortex (PFC), which is the
anterior portion of the frontal lobe, is the “highly evolved cortical area that is essential for
regulating attention, cognitive control, motivation, and emotion” (Arnsten & Rubia,
2012, p. 357) and is most often implicated in affective and behavioral disorders. “The
failure to inhibit affectively or emotionally charged behavioral responses in situations
where it normally would be appropriate to do so represents one of the classic syndromes
associated with frontal lobe pathology” (Mendoza & Foundas, 2008, p. 447). Arnsten
and Rubia (2012) state that, “Children with neurodevelopmental disorders show deficits
in precisely these late developing fronto-cortical and fronto-subcortical circuitries” (p.
356). Furthermore, it is suggested that the slow and late developing “PFC-basal ganglia
or fronto-limbic structures” are more susceptible to injury and are likely to result in
psychiatric disorders when injured (Mendoza & Foundas, 2008).
Koziol and Budding (2009) suggest that the prefrontal cortex (PFC), which is
divided into three parts, “will generate cognitive or behavioral deficits that are specific to
that particular circuit” (p. 70). It is further suggested that the PFC’s connection with the
limbic system is what allows it to “mediate, regulate, and control affective and emotional
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behavior” (Teeter & Semrud –Clikeman, 1997, p. 36; see also Reitan & Wolfson, 1985).
The limbic system, which includes structures such as the hypothalamus, amygdala,
hippocampal formation and the septal nuclei, is involved in the control and regulation of
drive states (Mendoza & Foundas, 2008). It is further suggested that “paralimbic
structures…are essential for motivation and aspects of emotional regulation” (p. 135) and
that the “cortex, basal ganglia, and cerebellum work in concert to achieve the final
behavior project” (Koziol & Budding, 2008, p. 143; Hatta et al., 2004).
The PFC has been implicated as a major component in the initiation and
maintenance of arousal (and intention) under certain circumstances, which appear to
involve interplay of limbic mechanisms (Mendoza & Foundas, 2008). It is also involved
in “learning the emotional and motivational value of stimuli” and in processing
“physiological reactions to previous emotionally significant events” (Dalgleish, 2004 p.
586). As Koziol and Budding (2009) suggest, the prefrontal cortex (PFC) is divided into
three circuits: the dorsolateral (DLPFC), orbitofrontal (OFC) and the medial frontal
(MFC) or anterior cingulate (ACC) (p. 70). Although three circuits are identified, these
tend to work together to produce and regulate cognitive and affective behaviors, some of
which are consistent across circuits. Arnsten and Rubia (2012) indicate that the DLPFC
is involved in the regulation of working memory, attention, and planning (p. 358). The
DLPFC has been further implicated in the behavioral states of intention, arousal,
initiation and inhibition and is “responsible for the planning an execution of cognitivebehavioral programs” (Mendoza & Foundas, 2008, p. 414). It seems as if this circuit may
be implicated more often in disorders of executive functions, such as ADHD.
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The OFC has been implicated in “internal inhibitory control of emotions” (Fahim
et al., 2011, p. 334), affective drive states or motivation, and in selective attention
(Mendoza & Foundas, 2008). It has been further hypothesized to be involved in the
modulation of limbic reactivity to threat and in the interpretation of social cues (Decety et
al., 2008, p. 204; see also Davidson et al., 2000). Koziol and Budding (2009) suggest
that the OFC has two circuitries: (1) the medial OFC, which has “reciprocal connections
with the limbic system and insula” (p. 75); and (2) the lateral OFC, which is “important
in sustaining motivated behaviors in the absence of external cues or contingencies” (p.
76).
The anterior cingulate (ACC), which is a sub-region of the PFC located in the
medial prefrontal cortex, is referred to as a limbic and paralimbic structure because of its
location and connections with subcortical structures (Lewis & Todd, 2007; Mendoza &
Foundas, 2008). “The ACC is…connected with the amygdala (AM), hypothalamus
(HTh), and brain stem, such that it can directly influence structures that mediate
associative memories, emotional responses, primitive behavioral routines, and the
physiological states necessary to support them” (Lewis & Todd, 2007, p. 415). It is
involved in regulating movement, attention/cognition, and emotion and motivation
(Arnsten & Rubia, 2012, p. 358) and has also been implicated in error monitoring and
response conflict (Gavita et al., 2012). “The ACC monitors conflict between functional
state and new information that has affective motivations consequences” then sends that
conflict information to “areas in the PFC so decisions can be made about what to do or
how to respond to the emotional stimuli that is being received” (Dalgleish, 2004, p. 587)
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The amygdala, a key structure in the limbic system, seems to be implicated more
often, in comparison with other subcortical structures. The amygdala plays a “key role in
processing signals of emotion (particularly involving fear), in emotional conditioning,
and in the consolidation of emotional memories (Dalgleish, 2004, p. 584). It is primarily
associated with the identification of fear, and fear and rage reactions but it has also been
implicated in subjective emotional feelings, processing of facial expressions and in
appraisal (Lewis & Todd, 2007). The basal ganglia and insula have also been implicated
in the recognition of emotions and the recognition of disgust, respectively (Yip et al.,
2004). Furthermore, Koziol and Budding (2009) suggest that the basal ganglia are
involved in shifting representations processed by the cortex to a state of expression or
action because this structure is involved in the gating and selection of those
representations. It is further suggested by Koziol and Budding (2009) that the basal
ganglia are involved in intention and that “if we can understand how intention is manifest
in movement we should be able to recognize or observe how disturbances in intention are
manifest or expressed within the other parallel and segregated circuitries” (p. 80).
Gray’s reinforcement sensitivity theory (RST) addresses a view on motivation,
reward, punishment and personality as these apply to normal and abnormal human
behavior (Amodio et al., 2008). The Behavioral Activation System (BAS) is the
approach system that engages behavior toward a reward or away from a threat (ibid,
p.12); the Behavioral Inhibition System (BIS) is the avoidance system which activates to
avoid negative outcomes and aversive stimuli through withdrawal and freezing behaviors
(Berkman et al., 2008). The OFC has been associated with reward, punishment and
approach related behavior as well as in emotion regulation and decision making, which
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seems relative to the BIS/BAS theory (Cremers et al., 2011, p.4). Berkman et al. (2008)
state that “BAS sensitivity relates to reward learning and is distinct from impulsiveness”
and “BIS sensitivity relates more to conflict detection and inhibition than to aversiveness
per se” (p.590).
The BIS and BAS have also been implicated in the pursuit of goals, which is
relative to the concept of intention, a behavioral state associated with the DLPFC
(Amodio et al., 2008; Mendoza & Foundas, 2008.) When defining intention from a
neurological perspective, Mendoza & Foundas (2008) suggest that intention combines
“the notions of will and motivation to create a stable ‘intention’ that the goal will be
reached” (p. 416). Research conducted by Merrell and Walker (2004) has suggested that
the basis for differentiating children with ED from those with SM lies in the intentions
behind the child’s behavior. Koziol and Budding (2009) suggest that behavior can also
be characterized into disruptions of one of four categories of intention programs. The
four categories offered are: “(1) knowing when to start a behavior; (2) knowing when not
to start a behavior; (3) knowing when to persist with a behavior and (4) knowing when to
stop a behavior” (p. 81). Although the OFC would be implicated in the intentions of
children with ED or SM, consideration should be given to the behavioral manifestations
of abnormality in these cortical areas in order to address the behavioral deficits that may
occur. Koziol and Budding (2009) suggest that disruptions, or abnormalities, in the
emotional, cognitive or motivational circuitries may manifest in behaviors such as the
difficulty or the inability to provide an emotional response to a situation, not being able to
stop an emotional response, lacking motivation or interest in an activity, blurting out and
other disinhibitory behaviors, changes in mood, perseverations and repetitive ideations.
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The BAS is associated with feelings of optimism, joy, and aggression and at
extreme levels has been linked to ADHD, bipolar and impulsivity disorders and
secondary psychopathy (Amodio et al., 2008). Baskins-Sommers et al. (2010) suggest
that secondary psychopathy is characterized by greater levels of anxiety and antisocial
behaviors at a comparable level. Amodio et al. (2008) suggest that anxiety, attention,
arousal and vigilance are associated with high BIS and correspond highly to anxietybased disorders; weak BIS relates to psychopathy (p. 11). Considering that low levels of
BIS are associated with psychopathy, it is likely that this could be attributed to antisocial
behaviors and some of the behaviors characteristic of CD and ODD
Damage or lesions in the DLPFC results in deficits in attention, more specifically
in selection and maintenance of attention, working memory, organization, and displays of
apathy and depression (Koziol & Budding, 2009, p. 71). Other behavioral manifestations
of DLPFC lesions include failure to initiate, distractibility, lack of persistence, selfneglect, and the inability to pursue long-term, abstract goals (Mendoza & Foundas,
2008). Difficulties with attention, organization and working memory are behaviors
characteristic of ADHD, but many of the other aforementioned behaviors are
characteristic of mood disorders, more specifically depressive mood disorders.
Mendoza & Foundas (2008) indicate that “destruction of the orbital and mesial
aspects of the frontal lobe was more related to disruptions of social behavior” (p. 443).
Damage to the OFC is “associated with impulsive and aggressive behavior, and
individuals with such damage show little control over their emotions as well as limited
awareness of the moral implications of their actions” (Decety et al., 2009, p. 204;
Anderson et al., 1999; Grafman et al., 1996). Other behavioral disturbances that can
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result from damage to this region include increased agitation, irritability, personality
changes, poor “social” or moral judgment, depression, mania, euphoria, restlessness,
social withdrawal and sociopathy (Koziol & Budding, 2009; Mendoza & Foundas, 2008).
Damage to the ACC is associated with deficits in controlling cognitive impulses,
poor decision making, deficits in anticipating the consequences of actions, and aggressive
behavior (Gavita et al., 2012). Damage to the amygdala and basal ganglia structures,
more specifically those involved with reward or punishment, “lead to a problem in the
affective labeling of stimuli that could result in an inappropriate aggressive response”
(Grafman, 2003, p.131).
This type of research supports the idea that children and adolescents who engage
in aggressive and other disruptive behaviors may do so because the PFC systems that
incorporate rules, rewards and social knowledge are not yet fully functional (Grafman,
2003). This research has also shown that damage to the PFC, associated basal ganglia
and subcortical limbic structures can result in changes in personality as well as in
behavioral manifestations of both internalized and externalized behaviors, which is
characteristic of ED and SM.
Environmental risk factors. Prior to birth, children are susceptible to stressors
that can affect their emotional regulation. Mohr and Mohr (2001) suggest that
individuals must be exposed to critical environmental and sensory experiences of a
cognitive and affective nature that “feed” the human cortex. They further suggest that
those who are “not exposed or who are haphazardly exposed…during sensitive periods
will have underdeveloped cortical and subcortical areas of their brains” (ibid, p. 174).
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This further supports the idea that genetics, neurological and environmental risk factors
interact in the development of adaptive and maladaptive behavior.
Research conducted by O’Connor et al. (2003) suggests that stress and other
environmental factors experienced after the first trimester of pregnancy are associated
with behavioral and emotional problems. Environmental toxins such as stress, lead or
mercury exposure and the use of prescribed or illicit substances can have either a general
or a more specific effect on the developing brain (Williams & Ross, 2007). Prenatal
infection, premature birth, and birth injury can result in disorders such as severe sensory
impairment, cerebral palsy, and attentional difficulties even when there are no clear
sensory or neurological impairments (ibid, p.244). A review done by Glover (2011)
suggests that studies have shown that children born to a mother who experienced stress
during pregnancy, more specifically anxiety or depression, are at an increased risk for
developing anxiety, ADHD and CD. Low birth weight and malnutrition have also been
identified as risk factors for later mental health and behavioral problems such as ADHD
and CD (Holmes et al., 2001; Glover, 2011). Externalizing problems, such as ADHD,
ODD, and CD that persists into adolescence, have been shown to be associated with
prenatal stress or anxiety independent of postnatal maternal mood or genetic factors”
(Glover, 2011, p.361).
Parenting practices, child temperament, and the emotional environment of the
family have an impact of the development of emotional regulation. Research has
suggested that an individual’s temperament is a predisposing factor to CD (Holmes et al.,
2001). A child’s temperament can have an effect on the environment by influencing the
type of parenting responses their behavior elicits just as parent response styles may have
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an effect on the child’s behaviors (Berg-Nielsen et al., 2003). Constantino (1992)
suggests “. . . temperament is viewed as an indicator of security of attachment or
goodness of fit between the mother’s parenting abilities and the child’s needs” (p. 33).
Secure attachments relate to higher emotional regulation (Morris et al., 2007). Negative
parental response styles to children’s emotional displays tend to “heighten their arousal
and teaches them to avoid rather than understand and express negative emotions”;
parental anger and maltreatment are associated with the development of a variety of
internalizing behaviors, such as anxiety and other mood disorders (Morris et al., 2007;
Alloy, Abramson, Smith, Gibb & Neeren, 2006).
Maladaptive parental behavior, such as a lack of warmth, harsh or inconsistent
discipline practices, low care and high psychological control , and negative feedback play
a significant role in the development of psychiatric disorders (i.e., substance abuse and
CD) in the children of these individuals (Berg-Nielsen et al., 2003). Exposure to certain
types of parenting practices and maltreatment in the form of neglect, rejection, physical,
emotional or sexual abuse during childhood promotes chronic arousal and interferes with
the ability to regulate emotions, which increase the child’s vulnerability to mood
disorders (Alloy et al., 2006). Inconsistent supervision interspersed with harsh discipline,
large family size, out-of-home placements, and inconsistent parental figures are familial
factors related to the development of CD (Holmes et al., 2001). “Parents emotional
profiles and interactions implicitly teach children which emotions are acceptable and
expected in the family environment as well as how to manage the experience of these
emotions” (Morris et al., 2007, p. 365). These expectations are learned by the child
through observation and modeling.
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Other environmental risk factors that contribute to the development of
maladaptive behaviors include poverty and poorer living conditions, single parent
households, an unemployed or drop-out head of household, living with others with
disabilities, race, deficiencies in receptive and expressive language, greater exposure to
other risk factors, lower intelligence and academic failure, co-morbid psychological
disabilities and peer involvement or rejection (Williams & Ross, 2007; Wagner et al.
2005; Holmes et al., 2001). “Peer influences may have an impact on the everyday
behaviors of a child but parental influence is usually deeper and more enduring” (BergNielsen et al., 2003, p. 140). Holmes et al. (2001) suggest that peer involvement
“initially involves the rejection of non-deviant, pro-social peers and then the inclusion of
a child to a peer group of deviant antisocial peers” (p. 187). The temperament of a child
has an effect on the manner in which a parent responds; in a similar manner, a child that
displays socially inappropriate behaviors will have an effect on the environment and thus,
rejection or avoidance by other children is not uncommon.
Because many of the disorders of affective and emotional dysregulations have
multiple risk factors it appears as if the influences of the environment are heavily
implicated in the exacerbation or attenuation of emotional dysregulations (Glover, 2011).
“Understanding the behaviors and experiences of children and youth with ED is
fundamental to serving them well” (Wagner et al., 2005, p. 79).
Implications for the Educational Setting
It appears as if much of the focus on differentiating ED from SM has relied
heavily on the behavioral presentation of students. Some research has suggested that CD
and externalized behavior disorders are synonymous with SM but disorders characterized

IDENTIFYING EMOTIONAL DISTURBANCE

32

by internalized behaviors are more consistent with the profile of an ED student (Olsson,
2009; Kehle, 2004). Heathfield and Clark (2004) state that “Empirical evidence clearly
shows that clinical diagnoses such as CD do not correspond well with the federal special
education disability categories” (p. 911). Others have suggested that the difference
between children with ED and SM is the intention behind the behavior (Merrell &
Walker, 2004). Without a clear definition of what it is that constitutes a SM independent
of an ED, it is not surprising that identifying students according to the federal definition
can be a taxing task for school psychologists. Kehle et al. (2004) states:
To correctly diagnose a child with ED or SM, or whether the child with
SM has the requisite dysfunctional behavior to also warrant a diagnosis of
ED, is quite difficult given the complexities involved in simultaneously
determining both the degree of emotional disturbance, the degree of
differentiation from social maladjustment, or the possible combination of
both social maladjustment with sufficient emotional disturbance. (p. 865)
Gacano and Hughes (2004) offer the idea that assessing psychopathy traits in
children would be useful in differentiating ED and SM. Considering features such as
temperament deficits, superficial charm, callous and unemotional interpersonal behavior,
deficits in cognitive empathy, poor judgment and insight, marked egocentricity and selfabsorption, and a lack of guiding values or behavioral standards (Barry et al., 2000; Frick
et al., 2003) are key in identifying the SM subgroup of children with conduct problems,
but not conclusive in differentiating those children with ED. Primary psychopathy is
characterized by anxiety and is associated with affective and attention related disorders
and is believed to be an outcome of inherent deficits that impede self-regulation and
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normal adjustment (Brinkley, Newman, Widiger, & Lynam, 2004). Secondary
psychopathy is believed to stem from social disadvantage, excessive neurotic anxiety,
and other forms of psychopathology (Baskin-Sommers et al., 2010). Therefore, giving
consideration to traits of psychopathy leads one back to the identification of co-occurring
externalized and internalized behaviors. “The underlying constructs for both our special
education classification definitions and diagnostic methods are derived from theories
prevalent in the 1950s and 1960s but no longer supported” (Truscott, Catanese &
Abrams, 2005, p. 167). Instead of using these behaviors and traits as a means for
differentiating ED and SM for eligibility purposes, the school psychologist should take
into consideration all possible patterns of behavioral symptomology as well as the
influence of other risk factors that contribute to the child’s behavioral presentation.
In the school setting, the most notable symptoms of ED are manifested in the
form of poor peer relations, aggressive behavior, poor academic and social functioning,
emotional problems, and anxiety (Clarizio, 1992). One of the criteria listed in the federal
definition of ED indicates that a child must display an inability to develop or maintain
relationships with others. “Children with ED or SM have few, if any, friends and are
generally rejected by their peers and teachers primarily as a result of their dysfunctional
behavior” (Kehle et al., 2004, p.862). For example, children with conduct disorder tend
to display a “lack of social awareness including social expectations and rules, a tendency
to be disrespectful towards others, a desire to dominate others, a tendency to misinterpret
the intentions of others, and they are intolerant of other people’s differences and
weaknesses” (Mack, 2004, p.96). Also, children with anxiety based disorders can display
behaviors such as perfectionism, over conforming behaviors and the need to redo things
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because of their displeasure with their performances, which could also lead others to shy
away from interacting with them (APA, 2000). There is also some evidence that children
victimized by bullies show emotional dysregulation in terms of heightened anxiety and
arousal (Shields & Cicchetti, 2001). Due to the fact that children with emotional
dysregulations impact their environment just as much as their environment impacts them,
school psychologists need not waste time with differentiating ED and SM; instead, the
focus should be on how to treat these students who are experiencing victimization and are
subject to maladaptive behaviors. “For school psychologists, the big picture is that we
would focus assessment on evaluating progress and interventions, rather than children
and eligibility” (Truscott, Catanese & Abrams, 2005, p.172).
The nature of the school psychologist’s role requires her/him to “understand the
complex network of reciprocal influences that operate within young people’s emotional
experience” (Buckley, Storino & Saarni, 2003, p. 188). Historically, school
psychologists have used a deficit-focused approach to assessment, including social and
emotional assessment, which is exemplified in the federal guidelines and definition of
emotional disturbance (ibid). A primary role of school psychologists is to provide
assessments of children and youth suspected of exhibiting emotional and/or behavioral
problems, as well as assessment of those with possible internalizing disorders (Miller &
Jome, 2008; Merrell et al., 2006). The selection of appropriate assessment methods is
important because the procedures used should not only assist in the identification of
children with emotional and/or behavior disorders but should also assist in the
development of appropriate interventions (Rudy & Levinson, 2008). Best practice in
school psychology has consistently advocated a multisource, multi-method, multi-
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factored assessment with an emphasis on convergent validity (Riccio & Rodriguez, 2007;
Knoff, 2002). “The importance of using direct, low-inference forms of assessment, such
as functional behavior assessment and curriculum-based measurement, to supplement
more traditional measures of general traits or abilities” has also been encouraged by best
practice guidelines and federal regulations (Cleary, Gubi & Prescott, 2010; Individuals
with Disability Education Improvement Act, 2004). The NASP Position Statement on
School Psychologists’ Involvement in the Role of Assessment (1994) posits that
intervention, not classification, should be the purpose of assessment and that “school
psychologists should serve all children who need help (not just those who meet varying
criteria), focus assessment on intervention…and focus continuing efforts on determining
program effectiveness and future programming needs rather than eligibility” (Truscott et
al., 2005, p. 170; NASP, 1994).
Although there is no prescriptive method for evaluating students to identify the
presence of an ED, an assessment battery should at least include empirically based
assessments, interviews (including structured diagnostic interviews), direct observations,
functional behavioral assessments (FBA), social skills and social competence,
achievement and academic functioning, and standardized rating scales (Rudy &
Levinson, 2008). Research suggests that school psychologists need to assess the
students’ emotional competences, motivations and self-regulations because these
processes have been consistently linked to students’ academic achievements and are
functions of environmental factors (Buckley et al., 2003; Bandura, 1997; Cleary et al.,
2010). Cleary et al., 2010) suggest that if school psychologists want to gain a
comprehensive understanding of the reasons why children do or do not persevere when
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faced with challenges and obstacles, they must assess influences on these behaviors such
as major social agents, environmental structures, and the personal beliefs that the student
upholds in regard to efficacy, task interest, and orientation to achieving goals (Bandura,
1997; Eccles & Wigfield, 2002; Schunk, 2005; Skinner, Pappas, & Davis, 2005).
Buckley et al. (2003) state that “developing the skills of emotional competence promotes
the belief in self-efficacy, whereby individuals begin to trust that they can reach their
goals when engaging in emotion-laden interactions with others” (p. 178).
Riccio & Rodriguez (2007) offer five steps that school psychologists should take
into consideration when attempting to integrate and analyze assessment data in a
comprehensive manner. The first step involves gathering and documenting all
information that is relevant and significant to the child’s functioning. “A crucial first step
in mobilizing emotional resources is determining the adaptive emotional strengths of
students, as well as areas needing further development” (Buckley et al., 2003, p. 182).
The second step involves identifying recurrent themes or problems across informants and
other assessment measures. This step is to help ensure convergent validity in data that
have been gathered. The third step involves providing an explanation for any differences
that may be noted across settings, informants or assessment methods. Typically, the law
requires disturbances in functioning to be across settings. The fourth step offered by
Riccio & Rodriguez (2010) involves determining if there is a need for any additional
information that may be helpful in planning for student intervention. The fifth and final
step involves developing a case conceptualization which should summarize areas of
student strengths and needs as well as identify the focus of treatment and the resources
necessary to implement interventions effectively.
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Conclusion
The adequate use of pro-social behaviors and the reduction or avoidance of
health-compromising and jeopardizing behaviors demonstrates positive development in
children and youth (Roth, Brooks-Gunn, Murray, & Foster, 1998). Students that suffer
from ED or SM need to develop the adaptive behaviors necessary to be able to navigate
and function successfully in social contexts, both in and outside of the school setting
(Buckley et al., 2003). School psychologists can help students improve social
competence, motivation and self-regulation skills by assessing specific emotional
competency skills, staff’s perceptions of the importance of students’ emotional
competence, motivated behaviors such as effort and persistence, as well as one’s selfperceptions and beliefs (Cleary et al., 2010; Buckley et al., 2003). Although most school
psychology training programs “devote considerable attention to behavioral assessment or
intervention approaches to motivation, such as stimulus control, operant reinforcement
techniques, and functional behavior assessment…graduate programs” may need to offer
more specific training in the assessment of “cognitive and metacognitive dimensions” of,
emotional competence, motivation and self-regulation (Cleary et al. 2010, p. 998).
Cleary and Zimmerman (2004) suggest that a lack of understanding and use of these
types of assessment tools can hinder the ability of school psychologists to be able to
effectively assess and identify appropriate interventions for children who display
problems with emotional regulation. Therefore, school psychologists may need to
acquire advanced training in social-emotional assessment in order to more efficiently
assess, identify and develop interventions that will enhance the success of these students
in our schools.
Research Hypotheses

IDENTIFYING EMOTIONAL DISTURBANCE

38

This study seeks to determine if there is a difference between school
psychologists practicing in the states of Maryland, Pennsylvania, Delaware and New
Jersey in the levels of comfort they display in endorsing items that are characteristic of
ED and SM and in determining eligibility for special education services. It is
hypothesized that the higher the level of education and the greater the number of years in
practice, the more confident the school psychologist will be regarding identification of
ED or SM symptoms in children and determining eligibility for special education services
under the ED classification. It is further hypothesized that school psychologists with
fewer years of experience and less education who are practicing in urban settings will
endorse more symptoms of SM when determining eligibility than will those with
advanced degrees who are practicing in urban settings. This study will explore the
following hypotheses:
1. Are there significant differences within school psychologists and their years of
experience and perceived confidence in identifying ED?
2. Are there significant differences within school psychologists and their years of
experience and perceived confidence in identifying SM?
3. Are there significant differences within school psychologists and level of
education and perceived confidence in identifying ED?
4. Are there significant differences within school psychologists and level of
education and perceived confidence in identifying SM?
5. Are there significant differences within school psychologists and setting of
practice and perceived confidence in identifying ED?
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6. Are there significant differences within school psychologists and setting of
practice and perceived confidence in identifying SM?
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Chapter 3
Methods
Participants
The sample of participants in this study included a total of 80 state certified,
practicing school psychologists in the states of Delaware, Pennsylvania, Maryland and
New Jersey. Participants were gathered via mass e-mail distribution through each of
these state’s association of school psychologists. The email contained a link to the
survey. The participants who voluntarily completed the entire survey were included in
study analyses.
Instruments
Instrumentation for this study included a survey that was developed by the author
and was designed to measure perceived levels of comfort of school psychologists in
determining eligibility for the ED classification, based on behaviors primarily attributed
to ED, those primarily attributed to SM, and a mix of both types of behaviors. The survey
was also intended to measure how often school psychologists would identify behaviors as
characteristic of Emotional Disturbance (ED) or Social Maladjustment (SM).
The survey questionnaire contained a rating scale format in which participants
identified statements as indicative of ED, SM, Both or Neither, as well as five short case
vignettes. Two preliminary questions were presented prior to participation in the study.
The two inclusion questions asked participants if they were currently certified as a school
psychologist and if they were currently practicing as a school psychologist in a schoolbased setting. The survey included a compilation of demographic information as well as
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information regarding behaviors characteristic of ED and SM. The resultant survey
questionnaire contained a rating scale format and short case vignettes in which eligibility
for ED classification was determined. (See Appendix A)
The survey was divided into three sections. The first section of the survey
included a total of 20 statements about externalized and internalized behaviors that are
characteristic of ED or SM, as suggested in the research presented in the literature
review. There are 10 statements that are characteristic of ED and 10 statements that are
characteristic of SM. The statements were a means of assessing school psychologists’
levels of knowledge in identifying characteristics of ED and SM. These statements were
answered using a rating scale format in which participants were asked to identify if the
statements were indicative of ED, SM, Both or Neither.
After the 20 statements, there were five short case vignettes, designed to measure
behavioral symptoms that school psychologists would consider when determining
eligibility for special education services under the classification of ED. Participants were
required to read the case vignette then identify how comfortable they were with
determining that the student was eligible for services under the ED classification. The
case vignettes were designed to meet the DSM-IV-TR diagnostic criteria of specific
disorders that have been most often associated with ED and SM. Case vignette one was
designed to measure symptoms that are associated with the DSM-IV-TR diagnostic
criteria for Mood Disorder Not Otherwise Specified. Case vignette two was designed to
measure symptoms that are associated with the DSM-IV-TR diagnostic criteria for
Bipolar I Disorder. Case vignette three was designed to measure symptoms that are
associated with the diagnostic criteria for Conduct Disorder. Case vignette four was
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designed to measure symptoms that are associated with the diagnostic criteria for
Oppositional Defiant Disorder and Anxiety. The final case vignette was designed to
measure symptoms that are associated with the diagnostic criteria for Conduct Disorder
and Attention Deficit Hyperactive Disorder.
The final section of the survey contained seven items designed to obtain
demographic information of the participants. Participants were asked to identify their
genders and races; the other five items were designed to gather information related to
levels of education, years of practice, state of practice, and setting of current practice.
Participants were asked to check the appropriate response in this section.
Procedures
After the survey was drafted, it was sent to the dissertation committee, which
consisted of two core faculty members at PCOM and one doctoral level school
psychologist not affiliated with the university. The committee read the survey to ensure
that it was appropriate for answering the hypotheses and to ensure face validity. Upon
approval from the dissertation committee, the survey was sent to the Institutional Review
Board (IRB) PCOM for approval. Upon approval, the survey was created and posted on
Survey Monkey© (http://www.surveymonkey.com), using a paid subscription.
Contained within the email was an invitation to participate, which included an
explanation of the study, purpose of the study, an approximate time requirement (10 to 15
minutes) to complete the survey, and a link to the study on Survey Monkey©. The
invitation stated that by completing the survey in its entirety, the participant was
consenting to utilization of information provided. There was also a statement informing
participants that completion of the survey was strictly voluntary and that all responses
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would be kept confidential and anonymous. Finally, participants were informed to direct
an e-mail to the study investigator or the dissertation chair if they were interested in
copies of the final results. Contact information for the principal investigator, as well as
for the dissertation chair, was provided for participants if they had any questions. The
reader is directed to Appendix B to review the survey letter.
After creating the online survey, dissemination of the survey was conducted by emailing practicing school psychologists that are registered as members within the state
association for school psychologists in Maryland, Delaware, Pennsylvania and New
Jersey. The survey was further disseminated to school psychologists through the PCOM
mailing directory of recent doctoral graduates in school psychology program as well as
students currently enrolled in the doctoral school psychology program. The introductory
e-mail invitation contained a link to the online survey. School psychologists’ e-mail
addresses were not directly provided by each state’s association. Therefore, the specified
process that each state association required for research survey participation was
completed and designated members of each association distributed the invitation by email
to their members.
Upon completion of survey distribution to state associations, there were a total of
98 responses. Because the survey did not include any tracking information about the
participants who completed the study, it was not possible to identify participants that did
or did not complete the entire survey. After 4 weeks of the initial distribution to state
associations, the survey was distributed to the graduates and current doctoral students at
PCOM via mass email which resulted in a total sample of 116 responses. Of the 116 total
responses, 36 responses were not utilized because of incomplete responses to statement
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items, case vignettes, or missing demographic information, resulting in a final sample
size of 80. Of the final 80 participants, a total of 72 (90%) participants completed
vignettes one and two and a total of 71 (89%) participants completed the remaining three
vignettes. After 8 weeks of the initial distribution, the survey was discontinued and
results were collected and analyzed.
Analyses
To examine the specific research questions, descriptive and inferential statistics
were computed using the computer-based statistical program, Statistical Package, for the
Social Sciences (SPSS), version 18. The information obtained from the completed
surveys were coded on an Excel spreadsheet and then entered into the SPSS program.
Frequency data were calculated for the demographic information collected and were
reported in percentages.
The independent variables in the study include levels of education, which
involved three levels; years of practice, which encompassed five levels; and setting of
current practice which included three levels. The dependent variables consisted of
perceived competence in the identification of ED or SM symptoms and perceived
comfort in determining eligibility under the ED classification. The .05 significance level
(α = .05) was used for all analyses.
The questions within each survey domain were summed by adding the
percentages of each item that was answered correctly. Specifically, a total percentage
was created for competence in identification of ED symptoms, a section that had 10
questions measured on a scale that required participants to identify if the statement was
characteristic of “ED, SM, Both or Neither”. This score was determined initially by
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identifying the percentage of participants that answered each of the ED items correctly.
Next, the percentage of correct answers for each item was averaged to determine a total
percentage of participants that successfully endorsed ED symptoms. Therefore, a
minimum score of 0% was possible and the maximum score was a possible 100%
because scores represent the percentage of items answered correctly.
A total percentage was also created for competence in identification of SM
symptoms, a section that also had 10 questions measured on a scale that required
participants to identify if the statement was characteristic of “ED, SM, Both or Neither”.
This score was also determined by initially identifying the percentage of participants that
answered each SM item correctly. Next, the percentage of correct answers for each item
was averaged to determine a total percentage of participants that successfully endorsed
SM symptoms. Therefore, a minimum score of 0% was possible and the maximum score
was a possible 100% because scores represent the percentage of items answered
correctly.
The case vignettes were answered using a five-point Likert-scale format.
Participants were required to read the case vignette then choose their levels of comfort in
determining if the student was eligible to receive services under the classification of ED.
Levels of comfort were identified with numbers 1 through 5, with 1 equating to the rating
of “Not at All” comfortable, 3 equating to “Moderately” comfortable, and 5 equating to
“Extremely” comfortable. Therefore, the minimum score across all vignettes was 5 and
the maximum score was 25.
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Chapter 4
Results
Demographic Characteristics and Background Information
All of the 80 participants included in the sample were certified, practicing school
psychologists. The majority of respondents held a master’s/master’s plus degree (n = 31,
38.8%), with the remaining educational levels identified as education specialist (n = 26,
32.5%) and doctoral degree (n = 23, 28.8%). Table 1 provides further demographic
information, including the race, gender, setting of current practice, state of current
practice and years of experience of the sample participants. The majority of the sample
population consisted of white female school psychologists and school psychologists who
practiced in suburban school settings. More than half of the sample population consisted
of school psychologists with 10 or fewer years of experience.
Descriptive Statistics
Percentages of symptom endorsement. This study set out to identify the
symptoms that school psychologists most often endorsed as characteristic of ED and SM.
Research has suggested that internalized behaviors such as depression, excessive fear or
worry, self-injury and mutilation, and withdrawn behaviors are more characteristic of an
ED (Cosgrove et al., 2011; Miller & Jome, 2008) than an SM. Table 2 shows the
percentage of school psychologists that correctly endorsed symptoms as characteristic of
ED.
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Table 1
Sample Characteristics
______________________________________________________________________________________
Characteristic

n

%

______________________________________________________________________________________
Race
Asian

1

1.3

Black/African-American

4

5.0

Multiracial

1

1.3

Other

1

1.3

White

73

91.3

Setting of Current Practice
Rural

9

11.3

Urban

19

23.8

Suburban

52

65.0

State of Current Practice
Delaware

17

21.3

Maryland

5

6.3

New Jersey

38

47.5

Pennsylvania

20

25.0

Years of Practice
0-5

30

37.5

6 -10

20

25.0

11-15

9

11.3

16-20

10

12.5

20+

11

13.8

Gender
Male

12

15.0

Female

68

85.0
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Table 2
Percentage of Participants that Correctly Endorsed Symptoms Characteristic of ED
______________________________________________________________________________________
ED Items
%
______________________________________________________________________________________
1.

Engages in self-mutilating

48.8

behavior when upset.
2.

Shows concern for others

26.3

when they are hurt or upset.
3.

Seems angry or annoyed without

36.3

a clear or obvious reason.
4.

Chooses not to engage in activities

51.3

that were once found enjoyable.
5.

Cries, seems unhappy, sad or

78.8

withdrawn under typical circumstances.
6.

Mood seems to switch rapidly and often

61.3

displays unpredictable and highly irritable behavior.
7.

Difficulty building and maintaining

26.3

interpersonal relationships.
8.

Unusually or irrationally fearful of certain

75.0

occurrences or situations that are not threatening.
9.

Gets anxious or physically ill when in

66.3

school or required to attend school.
10. Engages in aggressive behavior usually in
response to aggression initiated by others.

20.0
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Furthermore, research has also suggested that externalized behaviors such as
instrumental forms of aggression, inability to exercise and understand good judgment,
lack of empathy/sympathy, defiance and delinquency are characteristic of a SM
(Farrington, 1997; Olsson, 2009; Singh &Waldman, 2010; Vitaro et al., 2002). Table 3
shows the percentage of school psychologists that correctly endorsed symptoms
characteristic of SM.
Overall, results suggest that 49% of school psychologists that participated were
accurate in identifying symptoms that are more characteristic of ED and 40% of the
participants accurately identified symptoms that are more characteristic of SM. There
was a percentage (28%) of participants that identified ED items as characteristic of
“Both” ED and SM. There was also a slightly larger percentage (37%) of participants
that identified SM items as characteristic of “Both” ED and SM. A smaller percentage of
participants identified ED symptoms as “Neither” (17%) and SM symptoms as “Neither”
(11%).
Education and percentages of ED symptom endorsement. This study looked
to determine if there were significant differences within school psychologists, relative to
their levels of education when identifying symptoms of ED. Table 4 shows the
percentage of school psychologists that answered each item correctly according to their
levels of education.
Years of practice and percentages of ED symptom endorsement. This study
looked to determine if there were significant differences within school psychologists
relative to their years of practice when identifying symptoms of ED. Table 5 shows the
percentage
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Table 3
Percentage of Participants that Correctly Endorsed Symptoms Characteristic of SM
______________________________________________________________________________________
SM Items
%
______________________________________________________________________________________
1.

Shows little to no remorse for

45.0

their behavior.
2.

Misinterprets the intentions of others.

17.5

3.

Engages in vandalism and other

47.5

forms of property destruction.
4.

Intolerable of other people’s

28.8

differences or weaknesses.
5.

Robs people directly or steals

58.8

the personal property of others.
6.

Does not take responsibility for

36.3

their actions by blaming others.
7.

Seeks to engage in aggressive behavior(s)

46.3

to achieve a desired goal of dominating
or controlling others.
8.

Shows little to no regard for teachers’

38.8

authority and school rules.
9.

Cuts classes or misses school

36.3

completely by choice.
10. Lies about behavior to avoid

40.0

consequences or for personal gains.
______________________________________________________________________________________
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of school psychologists that answered each item correctly relative to their years of
practice.
Setting of practice and percentages of ED symptom endorsement. This study
looked to determine if there were significant differences within school psychologists
relative to their setting of practice when identifying symptoms of ED. Table 6 shows the
percentage of school psychologists that answered each item correctly, relative to their
current setting of practice.

Table 4.
Percentages of Participants that Correctly Endorsed ED items by Education Level
______________________________________________________________________________________
ED item

_______Level of Education_____________________
M/M+30
Ed.S.
Doctoral
______________________________________________________________________________________
ED1
18.8
12.5
17.5
ED2

8.8

11.3

6.3

ED3

13.8

7.5

15.0

ED4

22.5

13.8

15.0

ED5

33.8

23.8

21.3

ED6

27.5

12.5

21.3

ED7

11.3

8.8

6.3

ED8

31.3

21.3

22.5

ED9

28.8

18.8

18.8

ED10
6.3
5.0
8.8
______________________________________________________________________________________
Note. ED = emotional disturbance; M/M+30 = masters/master’s+30; Ed.S. = education specialist.

IDENTIFYING EMOTIONAL DISTURBANCE

52

Table 5
Percentages of Participants that Correctly Endorsed ED items by Years of Practice
______________________________________________________________________________________
ED item

______________Years of Practice___________________
0-5
6-10
11-15
16-20
20+
______________________________________________________________________________________
ED1
15.0
12.5
6.3
8.8
6.3
ED2

13.8

5.0

1.3

5.0

1.3

ED3

10.0

8.8

6.3

3.8

7.5

ED4

17.5

13.8

7.5

6.3

6.3

ED5

25.0

20.0

8.8

12.5

12.5

ED6

17.5

12.5

10.0

8.8

12.5

ED7

8.8

6.3

2.5

2.5

6.3

ED8

23.8

18.8

10.0

10.0

12.5

ED9

22.5

18.8

8.8

7.5

8.8

ED10
5.0
5.0
3.8
2.5
3.8
______________________________________________________________________________________
Note. ED = emotional disturbance.

Education and percentages of SM symptom endorsement. This study looked
to determine if there were significant differences within the school psychologists’
community and their levels of education when identifying symptoms of SM. Table 7
shows the percentage of school psychologists that answered each item correctly, relative
to their level of education.
Years of practice and percentages of SM symptom endorsement. This study
looked to determine if there were significant differences within school psychologists,
relative to their years of practice when identifying symptoms of SM. Table 8 shows the
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percentage of school psychologists that answered each item correctly, relative to their
years of practice.

Table 6
Percentages of Participants that Correctly Endorsed ED items by Setting of Practice
______________________________________________________________________________________
ED item

______________Setting of Practice___________________
Rural
Urban
Suburban
______________________________________________________________________________________
ED1
3.8
8.8
36.3
ED2

3.8

5.0

17.5

ED3

1.3

5.0

30.0

ED4

6.3

12.5

32.5

ED5

10.0

16.3

52.5

ED6

6.3

15.0

40.0

ED7

3.8

6.3

16.3

ED8

10.0

15.0

50.0

ED9

8.8

12.5

45.0

ED10
1.3
3.8
15.0
______________________________________________________________________________________
Note. ED = emotional disturbance.

Setting of practice and percentages of SM symptom endorsement. This study
looked to determine if there were significant differences within the school psychologist
community, relative to their settings of practice when identifying symptoms of SM.
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Table 9 shows the percentage of school psychologists that answered each item correctly,
relative to their current settings of practice.

Table 7
Percentages of Participants that Correctly Endorsed SM items by Education Level
______________________________________________________________________________________

SM item

____________ Level of Education________________
M/M+30
Ed.S.
Doctoral
______________________________________________________________________________________
SM1
16.3
16.3
12.5
SM2

8.8

3.8

5.0

SM3

20.0

13.8

13.8

SM4

15.0

7.5

6.3

SM5

25.0

16.3

17.5

SM6

16.3

10.0

10.0

SM7

17.5

13.8

15.0

SM8

17.5

8.8

12.5

SM9

16.3

11.3

8.8

SM10
12.5
11.3
16.3
______________________________________________________________________________________
Note. SM = social maladjustment; M/M+30 = masters/master’s+30; Ed.S. = education specialist.
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Table 8
Percentages of Participants that Correctly Endorsed SM items by Years of Practice
______________________________________________________________________________________
SM item

_____________Years of Practice__________
0-5
6-10
11-15
16-20
20+
______________________________________________________________________________________
SM1
20.0
10.0
6.3
5.0
3.8
SM2

5.0

3.8

3.8

2.5

2.5

SM3

21.3

8.8

6.3

6.3

5.0

SM4

11.3

3.8

3.8

7.5

2.5

SM5

21.3

15.0

10.0

7.5

5.0

SM6

16.3

3.8

7.5

5.0

3.8

SM7

16.3

11.3

10.0

5.0

3.8

SM8

16.3

8.8

6.3

6.3

1.3

SM9

16.3

5.0

6.3

6.3

2.5

SM10
15.0
8.8
7.5
6.3
2.5
______________________________________________________________________________________
Note. SM = social maladjustment.

Comfortability in determining eligibility for ED classification. The level of
comfortability in determining eligibility for special education services under the
classification of ED was also assessed. Participants were asked to read five short
vignettes that described behavioral symptomology characteristic of multiple DSM-IV-TR
diagnostic criteria often associated with ED and SM. Table 10 shows the DSM-IV-TR
diagnoses measured per vignette, the number of participants that completed each vignette
and the percentages reflective of identified levels of comfortability.
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Table 9
Percentages of Participants that Correctly Endorsed SM items by Setting of Practice
______________________________________________________________________________________
SM item

_____________Setting of Practice_____________
Rural
Urban
Suburban
______________________________________________________________________________________
SM1
8.8
7.5
28.8
SM2

1.3

3.8

12.5

SM3

8.8

7.5

31.3

SM4

6.3

3.8

18.8

SM5

8.8

12.5

37.5

SM6

5.0

8.8

33.8

SM7

6.3

7.5

32.5

SM8

6.3

11.3

21.3

SM9

3.8

11.3

21.3

SM10
6.3
10.0
23.8
______________________________________________________________________________________
Note. SM = social maladjustment.

Considering that each case vignette was designed to measure behavioral
symptoms that are included in the diagnostic criteria of DSM-IV-TR disorders most often
associated with an ED or SM, comfortability in determining eligibility for services under
the ED classification with each vignette was expected to be noticeably different. High
levels of comfortability were expected in the results for case vignettes one and two, but
low levels of comfortability were expected on case vignettes three, four, and five.
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Table 10
DSM-IV-TR Diagnosis per Vignette and Percentages of Comfort Level for Determining Eligibility for ED
Classification
______________________________________________________________________________________
____________Percentage of Comfort Level_____________
Vignette/DSM-IV-TR Dx
Not
Some
Moderate
Very
Extreme
______________________________________________________________________________________
V1
Bipolar DO

6.9

12.5

38.9

30.6

11.1

Anxiety/Depression

15.3

19.4

26.4

27.8

11.1

Conduct DO

33.8

22.5

7.0

15.5

21.1

ODD

15.5

42.3

23.9

14.1

4.2

ADHD & ODD

53.5

33.8

7.0

2.8

2.8

V2

V3

V4

V5

Note. V = vignette; DO = disorder; ODD = oppositional defiant disorder; ADHD = attention deficit
hyperactivity disorder.

Inferential Statistics
Levels of education and knowledge of ED symptoms. The levels of education
completed by school psychologists and their knowledge of ED symptoms were assessed.
The Kruskall-Wallis test, which is a non-parametric one-way ANOVA, was conducted
between all levels of education and overall knowledge in the identification of ED
symptoms. The test revealed no significance,

2

(2, 80) = 1.47, p = .478. The Kruskall-

Wallis test, a non-parametric one-way ANOVA, was conducted between all levels of
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education and each symptom of ED. The test revealed significance on ED item 6, “Mood
seems to switch rapidly and often displays unpredictable and highly irritable behavior”,
2

(2, 80) = 8.70, p = .013. Cross tabulation analysis revealed that school psychologists

with master’s/master’s+30 level of education demonstrated the greatest degree of
accuracy (27.5%) in the identification of this particular ED symptom. Cross tabulation
analysis further revealed that the doctoral level school psychologists demonstrated greater
accuracy (21.3%) than those psychologists with an Ed.S. level of education (12.5%) in
the identification of this particular ED symptom.
Years of practice and knowledge of ED symptoms. The years of experience of
school psychologists and their knowledge of ED symptoms was assessed. The KruskallWallis test was conducted between all years of practice and overall knowledge in the
identification of ED symptoms. The test revealed no significance,

2

(4, 80) = 1.29, p =

.862. The years of practicing as a school psychologist was further examined across
knowledge in identification of specific ED symptoms. The Kruskall-Wallis test, a nonparametric one-way ANOVA, was again conducted and revealed significance on ED item
number 6, “Mood seems to switch rapidly and often displays unpredictable and highly
irritable behavior”,

2

(4, 80) = 10.75, p = .029. Cross tabulation analysis revealed that

school psychologists who have been practicing five or fewer years displayed the greatest
accuracy (17.5%) in identifying this particular symptom. School psychologists with 6-10
years of practice and those 20 or more years of practice displayed equal levels of
accuracy in identifying this particular symptom. School psychologists with 16-20 years
of practice showed the least amount of accuracy (8.8%) followed by those with 11-15
years of practice (10%).
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Setting of practice and knowledge of ED symptoms. The setting of current
practice of school psychologists was also examined across their knowledge in identifying
symptoms of ED. The Kruskall-Wallis, one-way nonparametric ANOVA revealed no
significance between the setting of current practice and the overall knowledge of
2

identifying ED symptoms,

(2, 80) = 2.60, p = .272. The setting of practicing as a

school psychologist was further examined across knowledge in identification of specific
ED symptoms using the Kruskall-Wallis test. The test revealed no significance between
setting of practice and any of the specific ED symptoms.
Levels of education and knowledge of SM symptoms. The level of education
completed by school psychologists and their knowledge of SM symptoms was assessed.
The Kruskall-Wallis test, a nonparametric ANOVA, was conducted between all levels of
education and overall knowledge in the identification of SM symptoms. The test
revealed no significance,

2

(2, 80) = 1.92, p = .383. The Kruskall-Wallis nonparametric

one-way ANOVA text was conducted between all levels of education and each symptom
of SM. The test revealed significance on SM item number 8, “Shows little to no regard
for teachers’ authority and school rules”,

2

(2, 80) = 6.82, p = .033. Cross tabulation

analysis revealed that school psychologists with the master’s/master’s +30 level of
education displayed the greatest degree of accuracy (17.5%), followed by the doctoral
level psychologists (12.5%) and finally the Ed.S. level psychologists (8.8%) in
identifying this particular SM symptom.
Years of practice and knowledge of SM symptoms. The years of practice of
school psychologists and their knowledge of SM symptoms was assessed. The KruskallWallis nonparametric ANOVA was conducted between all years of practice and overall
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knowledge in the identification of SM symptoms. The test revealed significance,

2

(4,

80) = 10.05, p = .039. The years of practicing as a school psychologist was further
examined across knowledge in identification of specific SM symptoms. The KruskallWallis nonparametric one-way ANOVA revealed significance on multiple SM symptom
items, more specifically item 6, “Does not take responsibility for their actions by blaming
others”, and item 4, “Intolerable of other people’s differences or weaknesses”. The
Kruskall-Wallis test, a nonparametric ANOVA, was conducted for SM item 6 (Do not
take responsibility for their actions by blaming others) indicated significance,

2

(4, 80) =

9.55, p = .049 as well as the Kruskall-Wallis test conducted for SM item 4 (Intolerable of
other people’s differences or weaknesses),

2

(4, 80) = 10.56, p = .032. Cross tabulation

analysis for SM item 6 revealed that school psychologists with 5 years or fewer of
practice demonstrated greater accuracy (16.3%) in identifying this particular SM
symptom. Cross tabulation analysis for SM item 4 revealed that school psychologists
with 5 or fewer years or practice demonstrated greater accuracy (11.3%) in identifying
this particular SM symptom.
A trend toward significance was noted on SM item 2, “Misinterprets the
intentions of others”,

2

(4, 80) = 9.10, p = .059. Cross tabulation analysis for SM item 2

revealed that school psychologists with 5 years or fewer of practice demonstrated slightly
greater accuracy (5.0%) in identifying this particular SM symptom. Further analysis
indicates that school psychologists with 6-10 years and those with 11-15 years of practice
showed equal levels of accuracy (3.8%) as well as those with 16-20 and 20 or more years
of practice (2.5%) in identifying this particular SM symptom.
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Setting of practice and knowledge of SM symptoms. The current setting of
practice of school psychologists was also examined across their knowledge in identifying
symptoms of SM. The Kruskall-Wallis test, a nonparametric one-way ANOVA, was
conducted and revealed no significance between the setting of current practice and the
overall knowledge of identifying SM symptoms,

2

(2, 80) = .006, p = .997. The setting

of practicing as a school psychologist was further examined across knowledge in
identification of specific SM symptoms, using the Kruskall-Wallis test. The test revealed
no significance between setting of practice and any of the specific SM symptoms.
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Chapter 5
Discussion
This study set out to investigate the symptoms that school psychologists most
often endorsed as characteristic of ED and SM when determining eligibility for special
education services. Furthermore, this study sought to identify factors that may be
contributing to the inconsistency in determining eligibility for services under the
educational classification of ED. More specifically, this investigation sought to identify
any differences that might exist between symptom identification and the levels of
education, years of experience, and settings of practice of the participating school
psychologists.
There has been much controversy in determining eligibility for the educational
classification of ED because the current federal definition allows for children with an SM
to be excluded if they do not display a co-occurring ED. Much of this controversy seems
to stem from the ambiguity that school psychologists and evaluation specialists may
experience when attempting to determine what it is that constitutes an ED and SM per the
federal definition. Research conducted by Clarizio (1992) as well as the work done by
Gacano and Hughes (2004) suggests that the concepts of ED and SM can be
differentiated; however, research conducted by Kehle and colleagues (2004) suggests that
there is no dichotomy between the two. Skiba and Grizzle (1991) have signified that the
federal definition is inclusionary, exclusionary and vague. Despite the criteria that the
federal definition offers, there continue to be many factors that contribute to inconsistent
identification practices such as the difficulty with differentiating an ED from an SM.
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Defining ED and SM
Previous researchers, such as Kidder-Ashley et al. (1999) have investigated the
attempts to differentiate the constructs of ED and SM amongst some states as they set out
to operationalize the definition of ED and SM. The work of Clarizio (1992) and the work
of Merrell and Walker (2004) suggest that students with SM willingly engage in
antisocial problem behavior and intentionally choose to break the rules. However,
children with ED are thought to experience internal distress about their behaviors which
tend to be more consistent with internalizing behavior disorders (Theodore, et al., 2004).
This study attempted to identify the symptoms that practicing school psychologists
recognized as characteristic of ED and SM. In some ways, this study is similar to the
study conducted by Ostrander, Colegrove, and Schwartz (1988). The Ostrander et al.
(1988) study investigated the behavioral conditions considered as eligible under the
classification of ED by school psychologists. Much like this present investigation,
participants in the Ostrander study were required to read a number of hypothetical case
vignettes that represented behavioral descriptions of specific disorders from the DSM-III
(at that time). This study attempted to operationalize the constructs of ED and SM by
providing brief descriptors of behavioral acts that were representative of a variety of
DSM-IV-TR disorders that have been most often affiliated with an ED or SM.
Descriptive Interpretations
Research, such as work by Nelson and Rutherford (1991), suggests that SM and
ED cannot be validly and reliably differentiated. Heathfield and Clark (2004) further
suggested that differentiating between ED and SM is compounded by a great deal of
overlap in terms of behavioral and emotional characteristics. The results of this study
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seem consistent with identifying the overlap as well as the difficulty in distinguishing
symptoms that are specific to ED and SM.
Overall, less than half of the participants were able to identify clearly behavioral
symptoms that have been suggested as specific to the ED construct (49%) and the SM
construct (40%); approximately 46% of participants rated construct specific behaviors as
indicative of both ED and SM or of neither. These results suggest that a large number of
school psychologists that participated in this study continue to struggle with identifying
behaviors as specific to a particular construct; level of education and years of practice do
not impact upon identification. This study hypothesized that there may be differences in
the identification of ED and SM symptoms amongst school psychologists when
considering their level of education, years of experience, and setting of practice. In
general, the results suggest that there is no real difference in the ability of the school
psychologist with more than 20 years of experience and a doctoral degree versus the
school psychologist with five or fewer years of experience with a master’s degree in
identifying behaviors characteristic of ED accurately. There was also no significant
difference in the accurate identification of ED and SM symptoms of school psychologists
who practice in urban, in rural or in suburban settings. These results suggest that neither
education, years of experience nor setting of practice impact the school psychologists’
abilities to identify accurately a variety of symptoms characteristic of ED and SM.
In regard to the differences noted between the identification of specific symptom
items and the variables investigated in this study, the results of this study indicate that the
years of practice of the school psychologist resulted in a significant difference when
identifying only one symptom characteristic of ED and two symptoms characteristic of
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SM. ED item number 6, which resulted in significant responses, states “Mood seems to
switch rapidly and often displays unpredictable and highly irritable behavior”. SM item 6
(“Do not take responsibility for their actions by blaming others”) and SM item 4
(“Intolerable of other people’s differences or weaknesses”) also resulted in significant
differences on the variable of years of practice. SM item number 8 (“Shows little to no
regard for teachers’ authority and school rules”) and ED item number 6 (“Mood seems to
switch rapidly and often displays unpredictable and highly irritable behavior”) also
resulted in significant responses when level of education was considered. It appears as if
these items are more easily identifiable by school psychologists with five or fewer years
of practice and a master’s degree/master’s+30, in comparison with those who have
doctoral or education specialist degrees and more years of practice. These specific items
seem to represent clearly symptoms of two DSM-IV-TR disorders often associated with
ED and SM, mood disorder and conduct disorder respectively; these could have
contributed to the significance in accurate identification. Although it is unclear about the
reasons why there is a significant difference noted between years of practice, education
levels and these particular items, it is possible that the difference is reflective of a
combination of the school psychologists exposure to various behavioral symptoms
through their years of practice and the application of the knowledge they have acquired
through practice and training. It is also possible that the differences can be attributed to
the major focus of study at each level of educational training or to the program content of
a particular university in which the school psychologist attended for his or her training.
The DSM-IV-TR disorders represented in the case vignettes in this study that
were expected to receive high rates of comfortability in determining eligibility for ED
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were somewhat similar to the diagnoses presented as eligible in the Ostrander study.
Approximately 11% and less of participants in this study rated the case vignettes that
were anticipated to receive extremely high levels of comfortability in determining
eligibility as such. About 40% of participants were “somewhat” comfortable with
determining eligibility for the case vignette that described bipolar disorder. The vignette
that represented anxiety and depression received ratings indicative of 26%-28% of
participants as being moderately comfortable to very comfortable with determining
eligibility. Interestingly, 54% of participants were not at all comfortable in determining
eligibility for the hypothetical child suffering from comorbid ADHD and Oppositional
Defiant Disorder; 34% of participants were not at all comfortable in identifying a student
with Conduct Disorder as eligible.
The results of this study suggest that school psychologists are accurately
identifying individual behaviors as characteristic of an ED or SM only half of the time
and seem to display even lower levels of comfort in transferring that knowledge into
practice. The results further suggest that children who display more externalized
behaviors that are associated only with an SM are less likely to be deemed eligible for
services as a student with ED. As a result of ineligibility, these children could possibly
endure higher suspension and dropout rates, poor educational programming, limited or no
access to appropriate treatment; they might also experience further social difficulties and
engagement in antisocial behaviors. It appears as if determining eligibility is equally
difficult when children present with a mixed behavioral presentation, as in the vignette
that described a child with ODD and an anxiety disorder; in this case, 42% of respondents
rated being “somewhat” comfortable in determining eligibility. More often than not, the
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children that are referred for eligibility under the ED classification will present with
complex behavioral symptomatology because disorders most often associated with ED
and SM have high rates of co-morbidity. It would be most practical for practicing school
psychologists to consider a systems approach as best practice when identifying and
determining eligibility for these complex types of students.
Implications for Practice
The results of this study give some insight into those behavioral presentations that
might be considered for eligibility under the ED classification. It appears as if there is a
lack of knowledge in symptom identification, which in turn impacts the level of
comfortability in determining the behavioral presentation of a child’s being consistent
with the federal criteria of eligibility for ED. The limited knowledge and comfort of
school psychologists may indicate the reasons why children with ED continue to be
identified at a lower rate. The federal definition continues to have an exclusionary clause
for SM children unless they also display an ED, but school psychologists are not
consistently able to identify behaviors specific to defining an SM or ED; degree type and
years of practice do not matter.
Considering that the federal law is not likely to remove categories of eligibility
anytime soon, it may be in the best interest of practicing school psychologists to be able
to identify subtypes of children as eligible, based on the behavioral constellation of the
child. This would require the federal definition of ED to be operationalized to help
reduce the ambiguity in symptom identification. The definition in its current state speaks
to the impact on functioning that a child’s behavioral presentation may have, but does not
clarify those behaviors in terms that are objective and measurable. Character traits, types
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of behavior, and levels of pathology may need to be considered when attempting to
identify the subtype of ED that the child presents. For example, the study conducted by
Kidder-Ashley et al. (1999) reported that the state of Iowa had implemented an
empirically based model of ED identification which involved the identification of
clusters, or subtypes, of behaviors. Iowa provides four clusters of behavioral
presentations, with one cluster specifically describing children with autism and another
seemingly describing schizophrenia (e.g., those with a combination of significantly
deviant thought processes, behavioral patterns, unusual communication or both). The
two remaining clusters identified students with significantly deviant behaviors that are
more closely SM in nature (e.g., disruptive, aggressive, or impulsive) and those
significantly deviant behaviors that are more closely ED in nature (e.g., withdrawn or
anxious behaviors) (Kidder-Ashley et al., 1999).
Iowa’s model seems to recognize the fact that children often display a variety of
co-morbid behavioral patterns because they indicate that children could fall into more
than one cluster. Identifying subtypes of students based on their primary behavioral
presentation would allow practicing school psychologists and school teams to make more
consistent eligibility decisions as well as appropriate recommendations for the course of
treatment or types of services that might be most beneficial for the child. As Gacano and
Hughes (2004) suggested, children with higher rates of socially maladjusted behaviors
are likely to target children with more prominent ED symptoms and disrupt traditional
treatment, which might make their behavior worse. These are the types of things that
local education agencies should take into consideration when attempting to improve rates
of ED identification as well as developing appropriate educational programs for these
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children, based on the needs they present. School systems have to move away from this
“one size fits all” approach to educational programming. This would suggest doing away
with a system that offers programming based on a classification category, and instead,
creating one that develops educational programs based on the specific needs presented by
each struggling child.
Limitations
There are a number of limitations faced by this study. First, the reliability and
validity of the survey items used in this study are questionable. All survey items and
sections were created by the principal investigator and did not utilize a previously
standardized measure to establish knowledge and comfort. Survey items were developed
based on information gathered from various research articles and the DSM-IV-TR cases
presented for differential diagnoses. This study is further limited by construct validity.
The items developed for this survey were not tested for psychometric properties and may
not directly assess knowledge of ED and SM symptoms as well as the true comfort level
of identifying a student as ED, as anticipated. The external validity is also limited. The
generalization of this study is difficult because a true random sample of school
psychologists could not be obtained because participation was limited to four states and
the total sample size was less than 100. Selection bias may also be another limitation of
this study because many surveys were started, but were then discarded because they were
incomplete and therefore unusable. It is possible that school psychologists who viewed
the subject matter and considered the questions associated with the subject opted out of
the study because they could not contribute in this area. The survey did not employ a
forced-choice response format, which could have impacted attrition rates. Attrition rates
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may also be attributed to the length of the survey and/or the amount of time required in
completing the items, especially the case vignettes.
Future Directions
It is critical that state education agencies consider adopting a more
operationalized definition of ED because school psychologists are clearly struggling with
consistently determining the presence of an ED or SM. Although operationalizing the
constructs of ED and SM might lead to a reduction in the level of inconsistency in
symptom identification, the behaviors characteristic of each construct often co-occur at
very high rates. This brings into question the value of differentiating the two constructs
for purposes of eligibility. Regardless of the fact that a child’s behavioral repertoire may
primarily be composed of a high number of ED behaviors, or of SM behaviors, or a
combination of the two, it is clearly understood that these children require some type of
treatment intervention in order to be successful not only academically, but also in life in
general. Clarifying as much of the ambiguity as possible with the eligibility criteria
would likely increase the ability of school psychologists to effectively and efficiently link
assessment results to appropriate treatment. Continuous efforts are vital in improving
the levels of knowledge and comfortability of school psychologists in identifying
symptoms of ED in the schools. Although DSM diagnoses are not required for
determining eligibility for school based services under the ED classification, providing
operationalized criteria might prove to be beneficial in improving identification rates of
students with ED in a more consistent manner.
School psychologists are faced frequently with determining eligibility for a child
under the ED classification; therefore, it is critical that a comprehensive method of
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assessment be employed. The law specifies that certain factors must be ruled out in order
to determine eligibility (i.e., medical, intellectual, cultural, etc.). The evaluation should
consist not only of subjective rating scales, but also in direct observation of the student in
multiple settings and should also include a Functional Behavior Assessment.
Considerable amounts of information about other variables that are known to contribute
to the social and emotional well-being of children also need to be investigated. Family
structure and resources, home and community environment, disciplinary methods, and
familial history must be investigated because these variables will also have an effect on
the selection and efficacy of treatment.
It is likely that graduate programs of school psychology and local education
agencies that employ school psychologists may need to provide more opportunities to
learn about symptom presentation of students with ED and SM. This study indicated that
there was a significant difference, in general, indicated in the accurate identification of
SM symptoms and years of practice. It appears as if school psychologists with fewer
years of experience were more successful in identifying a few specific symptoms that are
clearly linked to DSM-IV-TR diagnostic criteria of disruptive behavior disorders.
However, significance was noted on only two SM items between school psychologists
with 5 or fewer years of practice accurately identifying behavior associated with SM
more frequently than those with more than 10 years’ experience. This suggests that
school psychologists who have recently earned their degrees are more knowledgeable in
the identification of these specific behavioral symptoms than those who have been
practicing a longer time. This could be a result of a lack of ongoing training and
professional development of those school psychologists who have been in practice longer
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or it could simply be the representation of a different mindset. Once school psychologists
are adequately trained in recognizing patterned behaviors, subtypes of ED, and variables
that contribute to a child’s behavioral pattern, they should be more comfortable with
determining eligibility. Having a clear understanding of a child’s behavioral pattern will
increase psychologist’s ability to provide the children with more appropriate and
successful treatment interventions.
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Appendix A
Survey
Preliminary Questions:



Are you certified to practice as a school psychologist? ___Yes ___No
Are you currently practicing as a school psychologist in a school setting?
__Yes__No

If you answered “NO” to either question, you are not eligible to participate in this study.
Thank you for your time.
Part I.
Please read each of the following items and determine if the statement is criteria for
Emotional Disturbance (ED), Social Maladjustment (SM), both or neither.
Statement

ED

SM

Both

Neither

1. Engages in self-mutilating behavior when
upset.

□

□

□

□

2. Shows little to no remorse for their
behavior.

□

□

□

□

3. Misinterprets the intentions of others.

□

□

□

□

4. Shows concern for others when they are
hurt or otherwise upset.

□

□

□

□

5. Engages in vandalism and other forms of
property destruction.

□

□

□

□

6. Seems angry or annoyed without a clear or
obvious reason.

□

□

□

□

7. Chooses not to engage in activities that
were once found enjoyable.

□

□

□

□

8. Is intolerable of other people’s differences
or weaknesses.

□

□

□

□

9. Robs people directly or steals the personal
property of others.

□

□

□

□
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10. Cries, seems unhappy, sad or withdrawn
under typical circumstances.

□

□

□

□

11. Does not take responsibility for their
actions by blaming others.

□

□

□

□

12. Mood seems to switch rapidly and often
displays unpredictable and highly irritable
behavior.

□

□

□

□

13. Seeks to engage in aggressive behaviors to
achieve a desired goal of dominating or
controlling others.

□

□

□

□

14. Shows little to no regard for teachers’
authority and school rules.

□

□

□

□

15. Difficulty building and maintaining
interpersonal relationships.

□

□

□

□

16. Is unusually or irrationally fearful of certain
occurrences or situations that are not
threatening.

□

□

□

□

17. Gets anxious or physically ill when in school
or required to attend school.

□

□

□

□

18. Cuts classes or misses school completely by
choice.

□

□

□

□

19. Lies about behavior to avoid consequences
or for personal gains.

□

□

□

□

20. Engages in aggressive behaviors usually in
response to aggression initiated by others.

□

□

□

□

Part II.
For each of the following cases please indicate how comfortable you are in
determining the presence of an ED. You are to assume the following: All students
are showing significant difficulties in their academic and social-emotional functioning in
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the school setting, a Learning Disability and Autism is not present and there are no
cognitive, medical, intellectual or cultural factors contributing to behaviors.
Case I:
Keith is a 1st grade student who is displaying behavioral difficulties in school. His
current teacher reports that there are days when he can display compliant and controlled
behavior but it can change quickly and without notice. Some days, he seems excessively
happy, speaks at a rapid pace, and can’t seem to slow himself down. Other days, she
describes him as easily irritated, verbally aggressive and explosive. He deliberately
destroys property and his personal belongings when angry and can become highly
physically aggressive. Keith has threatened to become physically aggressive and he has
kicked, punched and thrown objects at adults when angry. His teacher says that
sometimes after an angry outburst he apologizes and seems “sorry” for what he has done.
Keith’s previous teachers report that he has displayed this type of behavior since he was
three-years old. When he was younger, he would sometimes sobs uncontrollably and was
inconsolable for long periods of time (sometimes exceeding 20 minutes). Keith’s mother
reports that he gets angry and has tried to hit her at home but he that his behaviors are not
as intense as they are in school because he knows that “she is not having that.”
Not at All

How comfortable are you in determining ED?

1

Moderate

2

3

Extremely

4

5

Case II:
Andrea is a 6th grade student who most people describe as quiet. While her attendance is
generally good, she has recently been falling asleep in class and has reported that she has
not been sleeping well at night. Her teacher reports that she has always seemed to be a
bit “uptight” about the quality of her school work. Her teacher reports that she often
spends a lot of time making corrections to her school work and cries when she cannot get
things “just right”. ; She becomes extremely anxious when asked to try new things. Her
mother reports similar behaviors at home. Her mother and teacher have both noticed a
change in Andrea’s appetite over the last 6 months as they both report she has not been
eating and has lost 5 pounds. Her mother has reported that Andrea is often tense or
agitated at home, that she has no interest in anything and that recently nothing seems to
please her. Andrea has told her teacher recently that she is fearful of bad things
happening but has not been able to state any reason why. Andrea’s mother and previous
teachers reported that she has always complained about headaches or stomach aches
when she is not physically ill. Historically she has been a child that often seems
inattentive or disinterested. However, they feel that her behavior has worsened over the
past year.
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Not at All

How comfortable are you in determining ED?

1

Moderate

2

3

Extremely

4

5

Case III:
Dylan is an 11th grade student who has a history of behavioral problems. His mother
reports that when he was younger, he was always “into” stuff. He would talk back to her
and teachers but not very frequently. As he grew older, his behavior intensified and he
began to act out aggressively when his parents reprimanded him or addressed his
behavior. His teachers have always reported that he is capable of doing his school work
but just doesn’t want to do it. Since entering high school, his peer group has changed
dramatically. He hangs out with a group of kids who are always in trouble with the law
and who often smoke marijuana and drink alcohol. He has been caught writing graffiti on
school property, intentionally damaging school electronics and property in his home. He
has recently been missing school more often to hang with friends, get high, and steal
from the local neighborhood store. He has a history of shooting squirrels for fun,
inserting firecrackers into the rectum of cats, and often gets into fights with kids that are
not a part of his peer group. Just last week he was caught stealing food and alcoholic
beverages from neighborhood stores and laughed at cops when they arrested him. He was
once caught on video slashing the tires of a teacher’s car who reprimanded him for his
rude and inappropriate comments in class. Two days ago, his mother reported that he had
taken money without her permission and was later caught by the police joy riding in a
stolen car.
Not at All

How comfortable are you in determining ED?

1

Moderate

2

3

Extremely

4

5

Case IV:
Since the age of 5, Jessica has been a “handful”. Her parents separated when she was
two years old and have very different styles of discipline. Jessica primarily lives with her
mother and visit with her father on the weekend. Her father is more laid back and allows
Jessica to do a lot of what she wants while her mother is more restrictive and give
consequences for her inappropriate behavior. She is currently in the 8 th grade and
continues to be a handful. Her current teachers describe her as bright but rude and
vindictive. They report that she often picks on other students by calling them names,
pushing, tripping or hitting them without being provoked. When teacher’s reprimand her,
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she tries to blame the other students for her actions. She will often refuse to respond to
adults when she is being corrected; instead she will sit as if she doesn’t hear them
speaking at all. Jessica makes inappropriate comments, uses profanity and impolite
gestures to her parents, teachers and pretty much anyone who says or does something that
she does not like. In class, she taps on her desk or makes other disruptive noises when
the teacher is speaking and then lies when asked if it was her. She has been caught with
other people’s belongings and did not have their permission to have the items. There are
times when Jessica can be very helpful, compliant, and participates in the classroom
lesson but she generally has trouble daily following school rules.
Not at All

How comfortable are you in determining ED?

1

Moderate

2

3

Extremely

4

5

Case V:
Shana is a 4th grade student who is always on the go. Her teacher reports that she loves to
participate in class but that she often calls out without raising her hand. During activities
that require her to sit for a while, she fidgets with hands and feet and drops things on the
floor. The minute that she is done with an assignment, she is up out of her chair talking
to other children while they are trying to work. She often has an excuse for why she does
not need to do her work. Her mother reports the same type of behavior at home and says
that Shana has been like this since she was two-years old. She reports that Shana is
hyper, talkative and has a “bad attitude” sometimes. She can sometimes be defiant and
rude to her teacher and parents can be argumentative when told to do work. In school
and at home she has a lot of trouble waiting for her turn in the class and during games.
She deliberately tries to annoy her classmates and siblings by breaking or taking their
things. Shana can be a sweet girl at times but she typically has a hard time doing things
that require patience and concentration and her behavior often disturbs other children’s
ability to concentrate.
Not at All

How comfortable are you in determining ED?

1

Moderate

2

3

Extremely

4

Part III.





Level of Education: ___Master’s/Master’s + 30 ___Ed. S. ___Doctorate
Years of Practice as School Psychologist: ___0-5 ___6-10 ___11- 15 ___16-20
___20+
Current setting of practice: ___Rural ___Urban ___Suburban
Current state of practice: ___NJ
___PA ___DE ___MD

5
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Primary Grade Level You Work With: ___K-5 ___6-8 ___9-12
Gender: ___Male ___Female
Race: ___White ___ Black/African-American ___ Hispanic
___Multiracial
___ Asian
____American Indian or Alaska Native
___Native Hawaiian or Other Pacific Islander
____Other
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Appendix B
Invitation to Participate
Dear Colleague,
You are being asked to participate in a research study exploring the self-perceived
knowledge and comfort level of school psychologists in assessing and identifying
children with Emotional Disturbance (ED) in the school setting. This survey will be used
for Doctoral dissertation purposes at the Philadelphia College of Osteopathic Medicine
(PCOM) by Ramona Patillo. You will be asked to rate your knowledge and comfort
levels on various questions related to identifying and assessing ED in the school setting;
as well as, answer several demographic questions. This survey will take approximately
10-15 minutes to complete.
There are minimal risks associated with this study concerning asking respondents for
their self-perceived knowledge levels. Potential benefits include increased knowledge
about the symptomology of ED. Documentation including the correct answers and best
practices to each question and case vignette as well as a summary of School
Psychologist’s perceived knowledge and comfort about ED are available upon request.
These documents can be sent to participants after the data collection has been completed.
Your participation is completely voluntary, and consent will be assumed if the questions
have been answered. You may withdraw from the study at any time, without penalty.
The results of the survey will be kept completely confidential. The data will be kept
anonymous by having no personal identifiers used. Further, surveys will not be coded so
there will be no way of tracing surveys back to respondents.
Thank you in advance for your participation. Should you have any questions, or if you
would like the results, please contact Ramona Patillo at PCOM at Ramonapa@pcom.edu.
You may also contact the dissertation chair for this study, Lisa Hain, Psy.D., at
Lisahai@pcom.edu or 215-871-6618.

Sincerely,
Ramona Patillo
(302) 674-3086
Ramonapa@pcom.edu

Lisa Hain, Psy.D., Dissertation Chair
(215) 871-6618
LisaHai@pcom.edu
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Appendix C
Invitation E-mail with Link
Dear Colleagues,
I am conducting a survey of school psychologists' perceived knowledge and comfort in
the area of ED for my doctoral dissertation, and your response would be appreciated.
Here is a link to the survey:
https://www.surveymonkey.com/s/WhatIsED
If you know of other practicing certified school psychologists within the states of
Maryland, New Jersey, Delaware or Pennsylvania who would be willing to participate in
the study, please feel free to forward this survey.
Thanks for your participation!
Please note: If you do not wish to receive further e-mails from us, please click the link
below, and you will be automatically removed from our mailing list.
https://www.surveymonkey.com/optout.aspx

